








SEPTEMBER 7, 1957 


Por 


PaaEs 451 To 498 


THE LANCET 


' 
Offices: 7, Xpam STREQT, ADELPHI, W.C.2 


Telegrams : LANCET, RAND, LONDON 


Telephone : TEMPLE Bar 7228 and 7229 





No. X or Voz. II, 1957 
No. 6993 Von. CCLX XIII fo 





YDON.§ Y, SEPTEMBER 7, 1957 
1828 BLISHED WERKLY Registered as a Newspaper 


Pp. 96—Price 1s. 6d. 
Annual oe ectiption : 





i 





UTSEP 23 1957 


‘ENTAC YS 


TRADE MARK 


TABLETS and 
SUSPENSION 











TABLETS each containing 300 mg. piperazine adipate, 
bottles of 25 gt 3/- and 100 at 10/-. 


SUSPENSION containing 600 mg. piperazine adipate in 
each teaspoonful (60 minims). Bottle of 8 fl. oz. 12/-. 


Literature and specimen packings will be gladly supplied on request 
THE BRITISH DRUG HOUSES LTD. 


readworms and roundworms 


Basic N.H.S. prices. 


(Medical Department) LONDON N.1 











Second Revised Edition 
HE DISEASES OF OCCUPATIONS 


By DONALD HUNTER, C.B.E., M.D., F.R.C.P. 
Physician, The London Hospital, Director of Depart- 
ment for Research in Industrial Medicine (Medical 

Research Council). 

* A Volume which far outshines in knowledge and in experience 
engtiane that has been produced before in this enormous field. 
It will become the standard work on the subject for a long time 
to come.’”’—The British Medical Journal. 

1080 pages £5 5s. net, plus 2s. postage 
The English Universities Press Ltd., 102, Newgate-street, 

London, } E.C.1 


ANAGEMENT OF BURNS 


Six articles prepared by a subcommittee of the 
BRITISH ASSOCIATION uF PLASTIC SURGEONS 
Reprinted from THE LANCET with an appendix 


These articles record the practice of ons who are trea’ 
burns every day and who see the results of treatmen' 
that is carefully planned from the start. Here is their plan, 


fully but briefly’ set out. 
48 pages Price 25. 6d. (postag. 4d.) 
The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 








Third Edition 
INTRODUCTION TO 
ISEASES OF THE CHEST 


By JAMES MAXWELL, M.D. (Lond.), F.R.C.P.(Lond.) 
Physician, Royal Chest Hospital ; tama to the 
Ministry’s Mass X-ray Unit; Consulting Physician, 
Royal National Sanatorium, Bournemouth: late 
Physician, St. Bartholomew’s Hospital. 

Demy 8vo 308 + xii 66 Half-tone Illustrations 

12s. 6d. net, plus 1s. 4d. postage. 

Hodder & Stoughton, Ltd., 20, Warwick-square, London, E.C.4 
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Third Edition 
BDOMINAL. OPERATIONS 
By RODNEY MAINGOT, F-ROS. 


Surgeon, Royal 
Completely revised. 74 Chapters (11 ek aie Illustrations. 
Tl Colour Pilates. 1568 Pages. ~ Price £8 10s. net. 


H. K. Lewis & Co. ita. 136, Gower-street, W.O.1 





HE LAW AND ETHICS OF DENTAL 
PRACTICE 


DURAND, M.R. ~; S., L.R.C.P. 
cal Protection Society 





By R. 
Formerly Rte of the Medi 


and 
D. moneae. L.D.S. (Leeds) 
Formerly Deputy Dental Secretary of the British Dental 
Association 
Foreword by Professor as Pa Beaneaw. Mt. .D.S. Dunelm, F.D.S., 


Professor of Oral Pathology, Durham University 
Director, Newcastle- upon-Tyne De School ; 
Expert guidance on the many problems which confront the dentist 
Demye8vo 98 + viii Price 7s. 6d. net, plus 7d. postage 
Hodder & Stoughton Ltd., 20, Warwick-square, London, B.C. 4 
ISABILITIE F 
AND HOW TO LIVE WITH THEM 
by 55 Patients 
ee 8vo 252 pages Price 10s, 6d. net, plus 10d. postage 


“ This is a book which increases understanding: it should be 
immensely valuable to the medical and social work professions, 
and by everyone it could be read with advantage.” 

—Review in Mental Health. 


The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2 
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MENTAL DEFICIENCY 


By L. T. HILLIARD, M.A., M.B., D.P.M., and B. H. KIRMAN, M.D., D.P.M. 


90 Illustrations. 


DISORDERS OF THE BLOOD 

Diagnosis, Pathology, Treatment and Technique 
By, Sir LIONEL WHITBY, C.V.O., x A., M.D., F.R.C.P., D.P.H., 
and C. J. C. BRITTON, MD., D.P 
Eighth dition. 20 Plates (12 Sebreed) and 125 Text-figures. 75s, 


CHEMICAL METHODS IN CLINICAL MEDICINE 
> G. A. HARRISON, M.D., B.Ch., F.R.LC. Fourth Edition. 
Illustrations. 


THE NORMAL CHILD 
Some Problems of the First Five Years and Their 
Treatment 


By R. S. ILLINGWORTH, M.D., F.R.C.P., D.C.H. 
Second Edition. 69 Illustrations. 33s. 


THE PRACTICE OF INDUSTRIAL MEDICINE 


By T. A. LLOYD DAVIES, M.D., F.R.C.P. 
Second Edition. 15 Illustrations. 30s. 





j. & A. CHURCHILL LTD., 104 GLOUCESTER PLACE, LONDON, 
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‘Distaquaine’ V 


offers a choice of three strengths of tablet from which to adjust dosage according to the needs 
of the case. 


*‘DISTAQUAINE’ V 60 *‘DISTAQUAINE’ V 120 | *‘DISTAQUAINE’ V 240 
60 mg. tablets of penicillin 120 mg. tablets of penicillin | 240 mg. tablets of penicillin 
V in bottles of 30, 200 and V in foil packs of 12 and V in foil packs of 12 and 
1,000. bottles of 100. bottles of 100. 


Dosage: 1 or 2 tablets every four hours. Also available : ‘Distaquaine’ V Elixir and ‘*Distaquaine’ V Sulpha tablets 


THE DISTILLERS COMPANY (Biochemicals) LIMITED 
BROADWAY HOUSE, THE BROADWAY, WIMBLEDON, LONDON S.W.19. TELEPHONE : LIBERTY 6600 


owners of the trademark ‘ Distaquaine’ PPH 12/5; 
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Adelphane 


C IBA 


{o.1 mg. Serpasil (reserpine) + 10 mg. Nepresol (1, 4-difydrazinoplithalazine)] 


for Mild and Moderate HYPERTENSION 


A well tolerated treatment for those cases showing inadequate response to Serpasil alone. 


‘Nepresol’ , ‘Serpasil’ and‘ Adelphane’ are registered trade marks. Reg. user. CBA LABORATORIES LTD., HORSHAM, SUSSEX 
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10” x 7” 1402 Pages 1294 Illustrations and |! Coloured Plates Cloth Price £6 net 

















New (10th) Edition Just Ready 
DISEASES OF THE NOSE, THROAT AND EAR 
By HOWARD CHARLES BALLENGER, M.D., F.A.C.S., and JOHN J. BALLENGER, B.S., M.S., M.D. 
TENTH EDITION, REVISED 














9h” x 6” 968 Pages 550 Illustrations and I! Plates Cloth Price £6 €-. net 
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The Clinical Diagnosis and Treatment of Poisoning 
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SECOND EDITION, REVISED AND ENLARGED | 
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25 Bloomsbury Way HENRY KIMPTON London, W.C.1 
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Technique of Fluid — 
Balance BCG AND VOLE 


Geoffrey H. Tovey, M.D. VACCINATION 


Director, South West Regional Blood Transfusion Service 


This small book is designed to provide the busy A PRACTICAL HANDBOOK 


doctor, and particularly one holding his first BY 
hospital appointment, with a concise and essentially K. NEVILLE IRVINE 
practical outline of the maintenance of body fluid M.A., D.M., B.CH., M.R.O.8., L.R.O.P. 
equilibrium and the correction of an established Adviser in BCG Vaccination to Oxford Regional 
imbalance. Hospital Board 

Many useful diagrams, tables and specimen FOREWORD BY 
record cards are given. FREDERICK HEAF 


O.M.G., M.A., M.D., F.R.O.P. 


Price 12s. 6d. 
send for descriptive leaflet 102 pages, comprehensive index, 10 coloured plates 


OLIVER & BOYD 7 


Tweeddale Court, Edinburgh 1 NAPT 


TAVISTOCK SQUARE, W.C.1 
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OSV OLY OM 


MAGSORBENT 


(brand of magnesium trisilicate B.P.) Powder and Tablets 


the original antacid with a pollow- through 
action which prersists after the dose has been taken 





All the products of Kaylene (Chemicals) Limited are in Category 2 
or Category 4 in the Ministry of Health's Classified List, 
and are prescribable on Form E.C.10, 





’ Samples and literature on request. 





KAYLENE (CHEMICALS) LIMITED 


WATERLOO ROAD, LONDON, N.W.2 


























Oe Re oP Se Oe 
RELIEF OF ial * saeequaealiat DISTRESS Advertised and intro- 
duced ONLY to the 
p\ psi). | oe see a See Sea 7 Medical Profession. 
GZ j SUPPOSITORIES | 
| AND ORAL | 
| TasLetsFor I! 
nN a \ ) | ADULT AND ! 
i CHILD 
! MEDICATION 
WZ 


BAILLY 
















' INDICATIONS: Essential or * 
j symptomatic Asthma,  Broncho- 
j Pulmonary or cardio - vascular 
! 
I 


ANTALBY possesses a rapid and 
effective action in relief of spasm 
of the bronchial musculature and 
stimulates the respiratory centre. 







dyspneic affections, Dyspnea of 
Emphysema. 













packings basic N.H.S. prices 

Tee. BOL DD. . 3/5 plus 1/+ purchase tax 
“ Dispensing pack : 250 tablets . 24/- plus 7/24 purchase tax 

Suppositories—Adults: Carton of 6. . 3/5} plus 1/+ purchase tax 





és Children: Carton of 6 . 2/10 plus 10d. purchase tax 








Active — constituent — 
Theophviline para- 
aminobenzoate of 
Piperazine. 


BAILLY LTD., LONDON 
Sole Concessionaires : 


BENGUE & CO., LTD. Manufacturing Chemists 


MOUNT PLEASANT * ALPERTON © WEMBLEY . MIDDLESEX 


Sample and literature 
to the medical pro- 
fession on request. 
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a safe 
SECONESIN achieves relaxation, euphoria 


le | ad X a ll t bs S e (| at | \ e and freedom from nervous tension 


without being what is generally termed a 
S ia Cc Oo N ian S ' N ‘tranquilliser.’ 
TRADE MARK SECONESIN does not cause the 


incidence of toxic side effects such as 


For the management of anziety tension states 
agranulocytosis, purpura, urticaria, 


liver damage and jaundice which 
has been ascribed to the tranquilliser 


group of drugs. 


COMPOSITION: Each tablet contains 
Mephenesin 400 mg. Secobarbital 30mg. 
PACKINGS: Bottles of 25, 100 and 500 tablets. 
Samples and literature on request. 

BASIC N.H.S. cost: 2/10 for 25 tablets. 































oe 
in asthma J A\SMAC’ TABLETS are formularized 
to provide symptomatic relief of the 
i bronchial tree both during actual dys- Packs and Cost 
pnoeic attacks of bronchial asthma, and to Pharmacists : 
ee Ns Standard Tube of 20, 3/- 
a ‘Asmac’ Tablets combine in a _ single : ; 
Aeca, prescription ‘ official’ drugs recognized for Dispensing Bottles : 
Te Re their reliability to effect mental sedation, 100, 12/-; 500, 52/6; 
decongestion, expectoration and broncho- 1000. 102/6 
&* \ dilatation. 









Formula (each Tablet) :— 








Allobarbitone B.P.C. .. - .. 003 g. (046 grain) 
Liquid extract of Ipecacuanha B.P... 0.02 ml. (0.34 minim) 
Ephedrine Hydrochloride B.P. .. @01Sg. (0.23 grain) 
Caffeine B.P. oe. .. 0.10 g. (1.54 grains) 






Theophylline with Ethylenediamine B.P. 0.15 g. (2.31 grains) 
PI, S1, S4. Permissible on N.H.S. scripts. 
A. WANDER LIMITED 
42 Upper Grosvenor Street, Grosvenor Square, 
London W.1. 
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MIXOGEN 


Literature and sample on request 


RGANON LABORATORIES LIM 





Telephone : Temple Bar 6785/6/7, 0251/2 


- manifest, 
the skilfully balanced combination of hormones in Mixogen 


the Menopause 


Difficult years, sometimes, but 


when menopausal symptoms are 


the ideal treatment is provided by 


each tablet contains : 
Ethinyloestradiol B.P. 0.0044 mg. 
Methyltestosterone B.P. 3.6 mg. 


dosage « 
1-2 ee daily, reducing when 
possible. 

Tubes of 25—Bottles of 100. 





ITED 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 


Telegrams : Menformon, Rand, London 

















Effective ; 
against both Trichomonas 
and Monilia 











PHENYLMERCURIC DINAPHTHYLMETHANE 


The powerful trichomonacidal and fungicidal 
properties of PENOTRANE present the 
greatest advantage in the treatment of vaginal 
discharge, particularly trichomonal vaginitis and’ 
moniliasis. _PENOTRANE is also strongly 
bactericidal and it deeply penetrates the vaginal 


mucosa. Both the Pessaries and Vaginal Cream are PENOTRANE 
buffered to approximate the normal vaginal acidity. 
INDICATIONS : y Vaginal Discharge due to tricho- eect: a 
monal, monilial and coceal infections. y¢ Pruritus Vulvae. Pur 
x, Obstetrical Lubrication. yf Pre-operative Skin PENOTRANE 
infection. 
PENOTRANEB 


Literature and professional samples on request. 





DISULPHONATE 





in vaginal therapy 


AVAILABILITY : 
PENOTRANE 


Apetiones Sets—containing Penotrane 
Vaginal Cream & disposable applicators. 


Aqueous Solution—Bottles of 100, 
500 and 2,000 c.c. 


Jelly—Tubes of | oz. 
Pessaries—Cartons of 15 and 100. 
Powder — Polythene Insuffiating 
Containers. 

Tincture—Bottles of 15, 100, 500 
and 2,000 c.c. 


WARD, BLENKINSOP & COMPANY, LIMITED 








Telephone : HOLborn 5992/6 (5 lines.) 


YORK HOUSE, 37, QUEEN SQUARE, LONDON, W.C.1. 


Telegrams : Duochem, Westcent, London, 


5 








Tue Lancer] THE LANCET GENERAL ADVERTISER [Serr. 7, 1957 








in nervous tension and anxiety neuroses 


*‘MEPAVLON’, I.C.I.’s new tranquilliser, is distinguished by its ability to 
relieve both mental and muscular tension without dulling consciousness. 
It has proved to be particularly suitable for calming the nervous patient 
troubled with anxiety, restlessness and irritability. In such cases, 
‘Mepavlon’ stabilises the emotions, relaxes tension and relieves nervous 
insomnia by inducing natural sleep. No less important: its toxicity is 
low, it is well tolerated, and side effects are rare. ‘Mepavlon’ thus com- 
bines effectiveness with safety and provides a 
most satisfactory treatment for the psychoneuroses. 





Fully active by mouth,‘ Mepavion’ is presented in tablets each 400 mgm. 
in containers of 30 and a dispensing pack of 250. 


‘Mepavlion?’ (meprobamate /.C.1.) 





IMPERIAL CHEMICAL INDUSTRIES LIMITED Pharmaceuticals Division Wilmslow Cheshire 





Ph. 723 
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this safe and simple dressin 
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...DISSOLVES the barrier to healing 
How can a wound be treated effectively, when masked by a barrier of pus and clotted 
blood? VARIDASE* Streptokinase—Streptodornase Lederle brings the rational 
answer to this problem—by exerting a powerful solvent action directly upon the barrier. 
Blood and pus are quickly dispersed—thus clearing the path for free drainage of the 
wound and for appropriate treatment. Applied as a dressing in combination with 
Carboxymethylcellulose (CMC) Jelly, VARIDASE maintains its enzymatic activity 
for a full 24 hours. The mixture is therefore especially suitable for topical treatment of 
varicose ulcer, suppurating wounds, infected burns and similar lesions. 


VARIDASE with C.M.C. JELLY 


*Regd. Trade Mark sTREPTOKINASE—STREPTODORNASE 
Varidase is issued in vials (25,000 units) containing Streptokinase 20,000 units and 
Streptodornase, 5,000 units: vials (125,000 units) containing Streptokinase 100,000 
units and Streptodornase 25,000 units. CMC Jelly 4.5% jars of 15 ce. 





Dissolve VARIDASE strep- Mix into 15cc. jar of Apply to dressing. 
tokinase—streptodornase in C.M.C. Jelly. 
5, cc. sterile distilled water. 








LEDERLE LABORATORIES DIVISION 


Cyanamid OF GREAT BRITAIN LTD. London, w0.2 
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an all-round defence against 
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in all its phases 


The relief of painis rightly the 
patient’s justinsistence. Effective 
alleviation may be obtained in 
many pain producing conditions 
which increase seasonally. 
Rheumatism, lumbago, arthritis, 
coryzal and influenzal aches are 


but some of the common ailments 


which call for a rapid form of 
therapy. Hypon Tablets fulfil the 
requirements of a safe analgesic 
without any untoward side effects 
being experienced. Caffeine and 
phenolphthalein present in Hypon 
Tablets ensures a preparation 
which is the best in its category 


FORMULA: Acid Acetylsalicyl B.P. 40.22% 
Phenacet. B.P. 48.00% Caffein B.P. 2.00% 
Codein. Phosph. B.P. 0.99% Phenolph- 
thal. B.P. 1.04% Excip. 7.75% (each 
tablet 8 grains) 


HYPON 


TABLETS 


Prescribe Hypon Tablets by name 





CALMIC LIMITED, CREWE. Phone CREWE 3251-5 LONDON: 2 Mansfield St., W.1. Phone LANgham 8038-9 





AUSTRALIA : 458-468 Wattle Street, Ultimo, Sydney, N.S.W. 


8 


CANADA : Termiaal Building, York St., Toronto. 
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EAR WAX 4 


Removed this easy way | 





The removal of wax from the external 
auditory meatus has, in the past, normally 
entailed attendance by the patient for diagnosis 
and for the prescription of a suitable 
loosening agent, and a second attendance 

a few days laier for syringing. Now, by the 
use of Cerumol Ear Drops, wax can 

be removed in most cases at one 

visit. A few drops of Cerumol can be 
instilled into the ear and, while another 
patient is being attended to, the soft cerumen 
dissolves and the harder wax disimpacts. 
The wax can then be removed by 

gentle syringing or with cotton wool. The 
wax may even be found to run out 

of the ear on its own accord, 

in which case patients themselves may instil 
Cerumol at home, obviating further attendances. Cerumol is anti-bacterial, 
non-irritating and harmless to the lining of the external auditory 

meatus or the tympanic membrane. Cerumol is 

included in Category No. 4 of the M.O.H. classified list and 

may be prescribed on N.H.S. Form E.C.10. 








CERU One EAR DROPS 


for the easier removal of wax 


$ TRADE MARK 


PACKS for Surgery Use: 
10 c.c. vial — separate 


If you wish to test for yourself and have not received recently a 10 c.c. vial : 
please write or telephone direct to: one _ NLS. price 2/8.) 
LABORATORIES FOR APPLIED BIOLOGY LIMITED, For Hospital Use: 2 oz. 


91, AMHURST PARK, LONDON, N.16 Telephone STAmford Hill 2252 and 10 oz. bottles. 
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GERIATRICS 


The senile patient 


Pacatal is particularly valuable 

for senile patients developing states 
of excitement or depression. 

Pacatal promotes a return to normal 
behaviour patterns so that the 
patient is easier to live with 

and, indeed, continues as a useful 


member of the family circle. 











PAC 368/4 


Dosage: 
1 tablet (25 mg.) two or three 
times a day. 


Presentation: 

Tablets of 250 and 10 mg. strength 
in bottles of 50 and 500. 

Ampoules each containing 50 mg. 
in 2 ml. in boxes of 10 and 50. 


WILLIAM R. WARNER & CO. LTD., 
LONDON and EASTLEIGH. 
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The high solubility of Kemicetine Suc- 
cinate in water has made it possible to 
manufacture a preparation associating 
chloramphenicol with streptomycin, 
which can be administered parenterally. 
In Strepto - Kemicetine, the two anti- 
biotics exert a most valuable comple- 
mentary effect as well as one of si- 
multaneous potentiation, thus producing 
extremely goed results, particularly in 
pertussis, brucellosis, staphylococcal 
infections, tubercular empyema and 
infections of the urinary system. 


An inspired 


association 
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STREPTO-KEMICETINE 





The first injectable 
association of 
chloramphenicol 
and streptomycin. 
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PENTOXYLON 


COMPREHENSIVE THERAPY FOR ANGINA PECTORIS 
¢ Prevents coronary spasm 
¢ Averts attacks 


¢ Dispels fear 


PENTOXYLON 


% reduces nitro-glycerin 
requirements. 

% reduces severity of 
attacks. 


reduces incidence of 
attacks. 


reduces tachycardia. 


reduces anxiety, 
allays apprehension. 


reduces blood- 
pressure in 
hypertension. 
increases exercise 
tolerance. 

produces objective 
smprovement 
demonstrable by 
electro-cardiograph. 
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LOUGHBOROUGH 


*Pentoxylon’ 
is a regd. trademark. 


Regd. users: LEICS. 


LABORATORIES 


It is recognised that complete angina 
therapy should not only relieve the 
coronary spasm, but should help to 
prevent attacks. This has been accom- 
plished by ‘Pentoxylon’ to a considerable 
degree. *Pentoxylon’ combines the 
benefits of two powerful and reliable 
agents — ‘Rauwiloid’ and P.E.T.N. 
*Rauwiloid’, an alkaloidal extract of 
Rauwolfia serpentina, has bradycardic, 
tranquillising and stress - relieving 
properties, and stabilises the patient 
emotionally. P.E.T.N. produces a long- 
sustained dilatation of the coronary 
blood vessels, so improving the circu- 
lation to the myocardium, reducing the 
severity of attacks when they occur. 
The dual action of ‘Pentoxylon’ provides 
a more comprehensive . . . more effective 


Each ‘Pentoxylon’ tablet contains img. 
‘Rauwiloid’ and 10mg. pentaerythrityl 
tetranitrate. The usual dosage is one 
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“an approach to the ideal is provided by 
a slowly dissolving antacid tablet which is lodged 
between the gum and cheek. Thus, with each act of 
swallowing, alkali is carried down over the gullet to the 

stomach, It is remarkable how little is the quantity needed 
to depress effectively the concentration (pH) of gastric 
HCl. The first such tablet (‘nulacin’). . . .” 
Practitioner, January,~1957- 
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—Simple, safe, effective So nme 
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A Nulacin tablet effectively depresses the concentra- 
tion of gastric HCl in peptic ulcer and other 
conditions of hyperacidity. It also provides protection 
against gastric HCl to the otherwise unprotected 
oesophageal wall and in such conditions as oesophag- 
itis and hiatus hernia. 

SUPPLY. Nulacin tablets may be prescribed on 
E.C.10. The dispensing pack of 25 tablets is free of 
Purchase Tax. (Basic price to N.H.S.: 2/-). Also 
available in tubes of 12. 














GASTRIC ANALYSIS. 
HORLICKS LIMITED isi! Bier 
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FOR ANAEMIAS OF PREGNANCY & LACTATION.... 


Vitepron capsules containing readily assimilable iron e 
and the natural Vitamins of the B complex give all the additional haematic factors 
necessary during pregnancy and lactation to maintain maximum 
well-being for mother and child. 
Specially shaped to facilitate swallowing, 
Vitepron capsules give a rapid 


us —Y haemoglobin response without 
a gastric upset following 
SS ee 
—w administration in the 
‘3 recommended dosage. 


> 


RON 


FORMULA: Each capsule contains the equivalent of 10 grammes 
fresh liver and, in addition to the naturally occurring Vitamins 
—Vitamin B,— 2 mgm; Vitamin Bz— 2 mgm; Vitamin C- - 
15mgm Ferrous gluconate grs. 4 





PAINES & BYRNE LTD., PABYR. LABORATORIES, GREENFORD, MIDDX. 
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CALCIUM-PENICILLIN V 


; the most efficient 


oral penicillin 


on 


Calcipen-V is the calcium salt of Penicillin V and offers 
the following advantages in oral penicillin therapy: 


rapid onset of action reliable absorption 


sustained blood levels on 4 to 6 hourly dosage 





Tablets of 60 mg. Penicillin V (as calcium salt). Bottles of 20, 100, 500. 
Tablcts of 120 mg. Penicillin V (as calcium salt). Bottles of 20, 100, 500. 


Detailed literature will be gladly sent on request 


BOOTS PURE DRUG CO. LTD., NOTTINGHAM, ENGLAND 





*K 15 








THE LaNceET] 





THE LANCET GENERAL ADVERTISER (Serr. 7, 1957 








IRON replacement 





In post-haemorrhagic states; as a therapeutic or precautionary 
measure during and after pregnancy; in adolescents, old people 
and those of unsound dietary habits, Ferraplex B is ideal for 
iron-deficiency anaemias of all kinds. 


It contains adequate FERROUS iron in a form yielding rapidly 
increased and sustained haemoglobin levels. 


ascorbic acid—ensure that not only the additional iron but that present 
in the diet is fully utilised for haemopoiesis. 


9 It is extremely well tolerated by patients of all ages, even those who 


2 The supplements it contains—copper, complete vitamin B complex, 


usually react unfavourably to unmodified doses of iron salts. 


COMPOSITION 


The average daily dose of six FERRAPLEX B 
tablets contains: 


NATURAL VITAMIN B COMPLEX EXTRACT: 2 grammes 
prepared from brewers’ yeast and including 
Aneurine hydrochloride (Vitamin Bi) . . . 3 mg. 


FERRI SULPH. EXSICC., B.P... 4+ +++ I gramme Riboflavine (Vitamin Be). ......... 6 mg. 
COPPER CARBONATE ....... we eaen amg. Nicotinamide.......--+++-++ 30 mg. 

and all the other naturally occurring factors of the 
ascorbic Acip (Vitamin C)........ 50mg. vitamin B complex. 


Bottles of 50 tablets : 5/3d (Retail) ; 250 tablets 15/6d (Basic N.H.S. price). 


FERRAPLEX B 


c. L. BENCARD LTD - PARK ROYAL - LONDON - N.W.IO. 
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Glaxo penicillin 


FS ana V 


Two oral penicillins 

















CRYSTAPEN 


Trade Mark 


penicillin 





benzylpenicillin BP 

Tablets 125 mg. (200,000 units) 

250 mg. (400,000 units) 

Oral Liquid 2 fi. oz. (200,000 units per fluid drachm) 











penicillin Vi Glaxo 


phenoxymethy!penicillin 


Tablets 125 mg. 
Oral Liquid 2 fi. oz. (624 mg. per fluid drachm) 





@LAXGO LABORATORIES LTB 
Q@REENFORD, MIDDLESEX BYRon 3434 
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SULPHAMETHOXYPYRIDAZINE 


Lederkyn 








Lederle’s new low-dosage, 


long-acting sulpha drug 


For round-the-clock therapy 


with ; Gm. a day 


LEDERLE LABORATORIES DIVISION 


Cyanamid OF GREAT BRITAIN LTD., London. WC2 
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Unique among sulpha drugs 


LEDERKYN Sulphamethoxypyridazine offers these im- 
portant features:- 


It is the first long-acting antibacterial sulphonamide 
available for clinical use 


Its low “} Gm.-a-day” dosage means better tolerance and 
less likelihood of side effects 


Its rapid absorption leads to quick diffusion in body 
tissues and fluids 


Its slow excretion rate means high therapeutic blood 
levels for long periods 


It has a high solubility in plasma and urine 


Published reports now confirm the superiority of 
LEDERKYN brand over earlier sulpha drugs 


LEDERKYN is indicated in all infections caused by sulphon- 

amide-sensitive organisms — particularly genitourinary- 

tract infections. Dosacr + Gm. twice on the first day, then 
4 Gm. daily. Tablets of 0.5Gm. Bottles of 24, 100 and 500. 
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The use of MERCLORAN*, a potent 
mercurial diuretic for oral administration, greatly 
simplifies the problem of maintaining cardiac patients 
in the oedema-free state. Well-tolerated, with 
no loss of effectiveness on continued usage, 
small doses of MERCLORAN 
given throughout the day maintain a steady 


water and electrolyte balance. 


to relieve the burden of 


excess fluid 


MERCLORAN EMPLETS* (enteric coated tablets) 
(Chlormerodrin N.N.R.) ; 
In bottles of 25 and 250 

also MERCARDAN * for Parenteral use. 








* Trade Mark 


MERCLORAN 


“tes® PARKE, DAVIS & COMPANY LIMITED. (Inc. U.S.A.) HOUNSLOW, MIDDX. Tel: Hounslow ane 
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‘migril'to 





migraine 





Dispels headache 
Disperses visual disturbances 
Defeats nausea and vomiting 


‘Migril’ provides, for the first time, a successful 3-way attack on 
migraine. 

‘Migril’ contains ergotamine tartrate (2 mgm.), caffeine (100 mgm.) 
and cyclizine hydrochloride (SO mgm.) in each tablet. The inclusion 
of cyclizine hydrochloride not only eliminates the nausea and 
vomiting often associated with migraine but also enables larger 
and more effective doses of ergotamine to be administered. 


migril 


BRAND 
Ergotamine Compound (Compressed) 





PACKS OF 10 AND 100 


Bes BURROUGHS WELLCOME & CO. (tHe weitcome rounpaTION tto. LONDON 
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THIS SUMMER 
TREAT 
FUNGAL INFECTIONS 
WITH TEOQUIL 


The introduction of Teoquil, a new synthetic anti-fungal substance of low toxicity, 
marks a decided advance in the treatment of fungal infections of the skin. 


Teoquil, in low concentrations, possesses a high degree of activity against mycelial 
fungi and some activity against yeast-like forms. It has also antibacterial properties 
which are particularly marked against Gram-positive organisms, including Stanhy- 
lococcus aureus, Staphylococcus albus and Streptococcus hemolyticus. 

Teoquil is available in two forms—Teoquil Gel and Teoquil Dusting Powder, 
Teoquil Gel does not stain the skin or clothing. -It may be used alone or in conjunc. 
tion with the Dusting Powder in the treatment of fungal infections of the skin includ- 
ing Athlete’s foot and tinea infections in other parts of the body. 


‘TEoourIt. 


TRADE MARK 





Teoquil Gel is supplied in bottles containing 28 c.c., with 
brush, 

Teoquil Dusting Powder is supplied in polythene ‘ puffer’ 

bottles containing 25 grammes. 


C57/309-19/H 
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THE CIRCULATION OF THE NERVE 
IMPULSE 
A HARVEIAN ADDRESS * 


WILLIAM Gooppy 
M.D. Lond., F.R.C.P. 


PHYSICIAN, THE NATIONAL HOSPITAL, QUEEN SQUARE, AND 
UNIVERSITY COLLEGE HOSPITAL, LONDON 


Bors in the cardiovascular system and in the nervous 
system we find a large ‘* central” organ (heart : brain) 
to which special attention, emotional as well as scientific, 
has been directed. The heart -ccupied the chief position 
in controlling both mind and body far longer than the 
brain. For example the heart was used for the organ of 
mind in the Psalms of David : 

Ps. 51.—Behold thou desirest truth in the inward parts: 
and in the hidden part thou shalt make me to know wisdom. 
Create in me a clean heart, O God; and renew a right spirit 
within me. 

Ps. 45.—My heart is inditing a good matter: I speak of the 
things I have made . . . my tongue is the pen of a ready 
writer. 

Ps. 147.—He healeth the broken in heart, and bindeth 
up their wounds. . 


The brain has held its present position only for as many 
hundreds of years as the heart has for thousands. 

The large central organ is almost always used for the 
orientational point of its system, so that it is customary 
to consider the blood as flowing from the heart, through 
the circulatory channels, back to the heart, however 
many miles of tube there may be, however many back- 
waters and traps there are, however many vital functions 
the blood is required to maintain outside the heart. 
Similarly, the brain is regarded as the chief organ of the 
nervous system to which the rest of the nervous tissue 
is an appendage, subordinate in functioral importance, 
even though animals survive when only the ‘‘ vital 
centres’? of pons and medulla are intact. We regard 
the peripheral nervous system and spinal cord as the 
‘* message-bearing ’’ equipment of the brain. 

In each system there are outgoing (arterial: efferent 
or motor) channels and conducting systems of pro- 
gressively greater. ramification and (especially in the 
cardiovascular system) smaller size. These channels 
reach a return-point, beyond which the units they 
conduct are found to be, or are consid@red functionally 
to be, on their way back to the central organ. The return 
channels (venous: afferent or sensory) show an arrange- 
ment which is the reverse of ramification. 

Both forms of conducting system are tubular. In 
the cardiovascular system the length and bore of the 
tubes are proportional to the volume of blood trans- 
ported. In the nervous system the lengths of the tubes 
are often astonishingly long in proportion to their bore 
and to the size of the cell from which they arise. 

In the nervous system it is generally supposed that 
the rate of conduction in any one conductor (nerve- 
fibre) is constant, and depends upon its cross-sectional 
area. In the cardiovascular system the rate of conduction 
depends on a number of factors, the chief of which are 
the head of pressure imparted by the contraction of the 
heart, the elasticity of the vessel, and the hydrodynamic 
features of resistance, bore, viscosity, friction, and so on. 
Because of nervous control of the blood-vessels, conduc- 
tion in medium and small vessels may vary greatly in 
short periods of time. 

In both systems an economical plan is often found 
of efferent and afferent channels following the same 


* From a lecture delivered at University College Hospital, 
London, on June 3, 1957, the tercentenary day of William 
Harvey’s death. 
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anatomical routes. Sometimes the elements of cardio- 
vascular system and nervous system are found all 
together. Arteries and veins are to be found in the same 
bundles. In the spinal cord and peripheral nerves, 
bundles of afferent- and efferent-impulse-bearing fibres 
lie close to each other. In the nervous system there is 
also a special arrangement not seen in the cardio- 
vascular system whereby conduction-relays, consisting 
of nerve-cells, are placed in the substance of the conduct- 
ing tissue. Examples are seen in the anterior horn 
cells of the spinal cord, and the geniculate bodies of the 
visual and auditory systems. 

The nervous system contrasts with the cardiovascular 
system also in the size of its channels, especially in the 
afferent system. In the cardiovascular system there is a 
progressive enlargement of the venous channels, which 
serve the conduction of increasingly large amounts of 
blood to the heart. In the nervous system there is not 
this progressive enlargement of the afferent channels. 
For example, we see that the total cross-sectional area 
of the human spinal cord, even at its greatest size (about 
the size of an average thumb), is much smaller than the 
combined cross-sectional area of the posterior spinal 
nerve-roots. Nor does the spinal cord become pro- 
gressively larger as it ascends towards the brain. The 
medial fillet, which carries the impulses forwarded fiom 
the posterior columns of the spinal cord, is far smaller 
than the posterior columns. On the efferent side also, 
there is an arrangement different from the arterial 
system ; for there is not a deérease in size of individual 
anatomical conducting units, but only in the numbers 
of such units. So we find nerve-bundles containing 
smaller nutnbers of fibres, though the size of each fibre 
remains constant until the terminal arborisation. 

Therefore we have to compare a simple volumetric 
transmission of fluids and solids through a tubular 
system on hydrodynamic lines with a conduction- 
transmission process in the nervous system. In the 
nervous system simple ‘‘ bulk-transport ”’ is not common, 
though there are systems, such as optic tract to optic 
radiation via lateral geniculate body, where there is 
one-to-one transmission (i.e., each fibre relays directly 
with one cell only, very unlike the multiplicity of endings 
of fibres which may relay with an anterior horn cell in the 
spinal cord). We find in the nervous system an arrange- 
ment by which a far more selective and economical 
method of producing distance-effects is possible. Instead 
of the anatomical increase in tubular size with central 
progression, and the transport, as in the cardiovascular 
system, of increasing numbers of blood-cells, there is an 
arrangement which permits a simplification-abstraction 
process. The effect of this ‘‘ mechanism ”’ is to produce 
transmission from one set of conducting channels to 
another so that in the second set of channels the form 
of ‘‘ signalling’? may be different from that in the 
first set. 

The importance of this process is very great ; but i is 
hardly recognised at all by neurologists nor does its 
evaluation form part of the routine education of the 
medical scientist. For them the familiar ‘‘ all-or-none ” 
law still exclusively holds the field. 

What we have to appreciate is that it is only the 
propagated impulse, in its relation to the generating 
agents, which shows the all-or-none reaction. Far more 
important is the process of establishing the generating 
agents which cause the eventual firing—the multiplicity 
of influences which determines whether the conducting 
units of the nervous system are in action or not. On 
this point the reader is referred to the address of Katz 
(1952), wherein ‘‘ the different forms of signalling employed 
by the nervous system” are discussed. This specially 
important aspect of nervous function can be illustrated 
by a quotation from this article : 

K 
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. . . the innumerable junction points or, as it were, the 
switch points and sorting-out stations of our nervous signals 
exchange, the places at which messages from different sources 
converge or interact. At these junctions, sets of impulses 
of different origin must be combined and integrated into new 
signals, and for this transformation a different and much more 
flexible form of activity is needed. This is evidently so because 
the nerve-impulse in its normal form does not lend itself to 
any integration at all; it is an “all or none’’ event which 
can precede or follow but cannot summate with other signals. 
What we require, at our nervous-junction points, is a pliable 
form of signal, one that can be modulated and will allow 
converging messages to summate.”’ 


This process of signalling appears totally different from 
the biochemical interchanges mediated by the red blood- 
cells ; but we have to remember that the nerve impulse 
is not a ‘‘ thing,” like a red blood-cell, but a process. 
Eccles (1953) writes : 

“‘ provisionally the nerve impulse may be defined as a wave 
of electrical negativity that travels without decrement along 
nerve fibres.”’ 


We perceive therefore that the correct analogy, in 
the two systems, is between the nerve-fibre and the 
red cell, not the arteries and veins. For the nerve-fibre 
and the red cell both produce effects by mediating bio- 
chemical reactions. In the cardiovascular system this 
end is obtained by the pumping round of countless 
numbers of circulating units capable of ionic interchange 
through their membranes. But the nervous system also 
has units in which ionic interchange takes place at the 
membranes. 

Therefore we must equate the function of the nerve- 
fibre with that of the red cell. All that is different in 
the two systems is that in the cardiovascular system a 
supply of biochemical membranes is provided by mech- 
anical propulsion, and in the nervous system the supply 
of biochemical membranes is provided by anatomical 
ramification and penetration. 

It is very hard to detach oneself from the notion of 
functional similarity between the red cell and the nerve 
impulse. But we must: for the real similarity is between 
the red cell and the nerve-fibre. 

In our search for analogy between the two systems, 
we may note the use of the term ‘“ sodium-pump” 
by Eccles. In discussing the transmission of the nerve 
impulse, he says : 

“On the other hand the resting membrane is sparingly 
permeable to sodium ions, and an active sodium-pump 
mechanism removes them from the interior as fast as they 
diffuse in. The sodium pump is located in the membrane.” 


In this statement we may see a faint suggestion of analogy 
in that the nerve impulse depends for its passage round 
the nervous system on ionic pumps. But we have to 
search further for a more definite driving mechanism 
in the nervous system; for there is no denying the 
flow of activity and change in the nervous elements. 
Such flow makes necessary a vis a tergo. The forces 
producing the passage of an impulse along a nerve- 
fibre from cell to dendrites is derived from the electro- 
chemical energies released upon the cell, in and by the 
tissues in anatomical relation to it. These tissues consist 
either of other nervous elements, such as dendrites of 
other nerve-fibres, or of non-nervous materials (skin, 
muscle, blood-vessel, membrane), from changes in which 
nerve impulses are propagated. We must carefully avoid 
the trap of saying the word “ originate ” here, in describ- 
ing these points of electrical interest, for though the 
impulses may appear (if we search experimentally) 
in nerve-fibres not directly connected with other nerve- 
endings (e.g., at the peripheral end-organ) this finding 
is due to the previous impulse-activity we call movement. 

This movement has served to put the sensory nerve- 
endings (better called ‘‘ beginnings,” functionally) into 
the position where they have undergone what is called 
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“stimulation.’”’ Thus movement provides the circum- 
stances for stimulation, which results in sensation and 
perception. Then again we find that as soon as local 
sensation (to speak loosely of reflex activity) and, shortly 
after, perception (when the nervous action has spread 
widely from the region) are attained, there is another 
motor phase. 

The nerve impulse does not go from a cerebral store, 
for consumption like a loaf of bread ; nor can it escape 
into space and be lost, for there is no outlet or side- 
track from the main line by which it might get away. 
A nerve impulse is not lost when it causes muscular 
contraction, for that very contraction immediately 
recreates it in the muscle’s efferent system (which we 
call afferent). 

In this activity—motor-sensory-motor-sensory-motor 

. ad infinitum—we find a cyclical pattern, like the 
spinning of a wheel. The rim of an ideal wheel is the 
circumference of a circle, without origin and without 
end. Te endlessness of the circle is the source of its 
mystery and wondrousness. The circle has, from the 
earliest days of history, signified the most fundamental 
natural processes, expressing (for example in the serpent 
of ancient Egypt swallowing its tail) the continuity of 
life. In practical life, we use points upon circumferences 
(hour markings on clock faces; stations on the Inner 
Circle railway line) for standardisation of performance 
and the convenience of social intercourse. In this way, 
wheels are ‘‘ marked ” at points of interest, even though 
the wheel preserves its properties of endlessness. 

In the investigation of nervous activity, the physio- 
logist and neurologist make marks on the rims of their 
wheels of activity. So fascinating and technically brilliant 
has the process of marking and identifying the marks 
become that the circle itself is forgotten and the marks 
have become the sole interest. Because of this unper- 
ceived tendency, we have at the present time the whole 
scientific structure of ‘‘ localisation ’’ and ‘‘ representa- 
tion’ of functions and organs in the nervous system, 
and especially in or on the cerebral cortex. These 
notions, which contain no ideas of motion, of time, of 
life, have as their end the three-dimensional anatomising 
of the spirit; so that the brain is the source of the 
memory, just as the pineal gland was (as Descartes said) 
the seat of the soul. Though we now consider Gall 
ridiculous in supposing that what Dr. Johnson called his 
‘amorous propensities’? were located in the occipital 
region, we do not yet see ourselves ridiculous for removing 
certain large volumes of brain for disorders of personality. 
(The doctrine becomes most alarming when, one removal 
of brain proving unsuccessful, still more tissue from the 
same region, or from similar parts on the other side of 
the brain is removed.) (Gooddy 1956.) 

This dangerous, trend of theory, may be illustrated 
by quoting from a recent leading article in The Lancet 
(1957). Under the heading ‘‘ The Anatomy of Memory ”’ 
we read, on the subject of focal epilepsy : 


“We see the storehouse of memory being artificially 
opened ; and the sites involved seem to be widespread in the 
posterior temporal, temporo-occipital, and even posterior 
parietal cortex.” 


Balanced Performance 


Both heart and brain have gross anatomical sub- 
divisions, those of the heart being more easily defined 
than those of the brain; for in the brain the ‘‘ lobes” 
and ‘‘ areas’”’ shade off into each other, nor are there 
such standard patterns of gyrus and sulcus to compare 
with the four heart chambers. In ordinary anatomical 
description we find in the heart two chambers (auricle, 
ventricle) on each side; in the brain, four lobes on each 
side (frontal, temporal, parietal, occipital). A physio- 
logical classifigation describes in each system an afferent 
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(venous) and an efferent (arterial) arrangement in 
relation to the main organ. The anatomical units of 
each system are interconnected, closely in some respects, 
distantly (e.g., through the pulmonary vascular system) 
in others. In both systems, lesions, either anatomically 
demonstrable or (sometimes) biochemically detectable, 
produce symptoms and signs. These symptoms and signs 
are all, to some extent, explicable in terms of conduction ; 
so we are familiar, in cardiological terms, with valvular 
stenosis and incompetence, disordered rhythm, muscular 
weakness. 

Cardiac lesions produce a wide variety of symptoms, 
which vary from breathlessness on exertion or pain 
in the chest to clouding of consciousness with abnormal 
behaviour. It is part of cardiological practice to explain 
such symptoms and signs in terms primarily of mechanical 
obstruction or inefficiency. Thus a patient is considered 
to be mentally confused, because of heart-failure, because 
of damage to the mitral valve. It is not a part of cardio- 
logical theory then to suppose that normal mental 
alertness is represented in the left auricle; nor speech 
represented in the middle cerebral artery of a right- 
handed man. Yet is it the neurological custom to state 
that because hemiplegia occurs when one hemisphere 
is damaged by thrombosis, normal motor functions ‘are 
represented in the damaged nervous tissues. 

It is much more satisfactory and rewarding to consider 
the analogy between obstructed blood-flow (valvular 
stenosis) and obstructed nervous transmission (cerebral 
tumour in the Rolandic region). Mitral stenosis is 
comparable with sensory hemiplegia (afferent obstruction) 
aortic stenosis with motor hemiplegia (efferent obstruc- 
tion). If the aortic valve is stenosed or incompetent, there 
results a failure of pressure in the systemic arterial 
circulation, with a failure of delivery of units to the 
periphery (and eventually to a failure of return of units 
from the periphery to the centre). Just so does a cerebral 
tumour prevent nerve impulses, in simple or complex 
patterns, from passing normally through the brain. 
In consequence of this blocking of some of the principal 
channels, we find disordered function, severe in the 
parts most directly connected with the lesion, and of less 
severity in other parts, in proportion to their degree of 
direct connection. 

Conclusions 


This comparison between the cardiovascular system 
and the nervous system shows that, though there are 
differences in transmissional details, in both systems the 
fundamental action, mechanism, or behaviour obtain- 
able from their anatomical and physiological design 
depends on the circle or cycle of transmission. The most 
important characteristics of the circle are: 


1. Its endlessness. 

2. The dependence of every part on every other part. 

3. The property that, at any fixed point in relation to the 
moving circle, some parts of the circle are moving towards it 
and others are going away from it. 

4. With the passage of time, on the same circle, parts 
which a moment ago were approaching the point are now 
receding from it; but in yet another few moments they will 
once more be approaching. In another few moments still 
they are once more receding. 


Therefore, it all depends on the time at which we decide 
to observe and think about the state of nervous activity. 
Even as we think everything changes, so if we concentrate 
upon a particular state as an example of some form of 
activity, we rob it of reality. This statement is the 
neurological equivalent of Heisenberg’s ‘‘ principle of 
indeterminacy ” which shows that only one half of the 
elements necessary to determine an event can be 
assembled (speed or position, but not both), as the other 
elements come into existence after the accomplishment 
of the event. 


As we consider the revolution of a wheel in our mind’s 
eye, we abstract from these properties and many others 
two major notions: (1) the circle revolves; but only if (2) 
there is a passage of time. Cardiologically we believe 
that the arterial part of the cycle drives the venous part 
of the cycle; but the venous part of the cycle is an 
essential for the maintenance of the arterial drive. The 
capillary bed also is a functional essential for the main- 
tenance of the arterial drive. 

In the words of Harvey, ‘‘ The movement of the blood 
is constantly in a circle.” Similarly, activity in the 
nervous system is a circulation. It is the circulation 
of the nerve impulse, the time dimension applied to 
the three dimensions of anatomy, which provides the 
patterns of nervous activity. These patterns, as I have 
elsewhere tried to show (Gooddy 1957), are the basis of 
perception. 

Sensation creates volition; volition provokes sensa- 
tion. Sensory damage is as important (or more 80) 
than motor damage to the pathways of the nervous 
system as they affect the perception and performance 
of the patient. 

Since Harvey’s time, three hundred years ago, the 
medical sciences have wisely been content with the 
splendid concept of a circulation of the blood. Those 
who study the structure and function of the nervous 
system would greatly benefit from accepting the principle 
of the circulation of the nerve impulse, in their attempts 
to understand the effects of lesions of the nervous system, 
and the nature of neurological symptoms. 
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CONSULTANT ANASTHETISTS, MANCHESTER ROYAL INFIRMARY 


HaLoTHaneE (‘ Fluothane,’ CF,CHCIBr), a volatile 
anesthetic agent, was synthesised by Suckling in 1951. 
It is a clear colourless liquid with a pleasant non- 
irritant odour. Its boiling-point is 50-2°C, and it is 
unaffected by warm soda-lime. When mixed with oxygen, 
halothane in any concentration is neither explosive nor 
inflammable. Fuller details of its physical and chemical 
characteristics will be reported by Suckling (1957). 

During the past few years halothane has been subjected 
to long and extensive animal tests by Raventos (1956). 
These revealed that the drug, in a concentration of 
2-4% in oxygen, gave very much better anesthesia in 
several species of animal than did other volatile anzs- 
thetic agents, particularly with regard to the rapidity 
of induction and of recovery. As it seemed probable 
that halothane would prove equally effective and safe 
in man, a clinical trial was started at the Manchester 
Royal Infirmary on Jan. 20, 1956. The results in the 
first few cases were so satisfactory that the trial was 
extended immediately to Crumpsall Hospital, and 
subsequently to other hospitals in the neighbourhood. 


Material 
We base our report on 2500 cases for which we were 
personally responsible. 
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Of the 2500 patients, 279 were aged 0-9 years, 242 were 
aged 10-19, 260 were aged 20-29, 365 were aged 30-39, 
320 were aged 40-49, 388 were aged 50-59, 398 were aged 
60—69, and 248 were aged 70 or over. 

There were 372 gastro-intestinal operations (including 
67 cholecystectomies, 13 cholecyst-duodenostomies, and 
3 choledochoduodenostomies), 401 genito-urinary operations, 
247 operations on the endocrine and other glands (including 
77 mastectomies), 219 ear, nose, and throat operations, 
217 major orthopedic operations, 18 thoracotomies, 281 
endoscopies, 275 herniorrhaphies, 68 craniotomies, 60 
laminectomies, 50 radiographic procedures, and 292 miscel- 
laneous (mostly minor) operations. 


Method of Administration 


Undoubtedly the most accurate means of assessing the 
clinical potentialities of a volatile anesthetic agent is 
to use it in a vaporiser, giving known concentrations of the 
drug in air or oxygen. When the clinical trial was begun, 
no such vaporiser was available, and halothane was 
administered in the trichlorethylene bottle of a standard 
Boyle’s machine. Several of these bottles were calibrated 
and the settings for safe vapour-concentrations with 
different gas-flows were defined (Hill 1957). This equip- 
ment was not altogether satisfactory, owing to the large 
number of variables listed by Mapleson (1957), and 
permitted only an approximate assessment of the vapour- 
concentration administered at any given time; but 
the vapour concentration was always less than 4% and 
usually less than 2%. 

Because of the high cost of halothane, the semi- 
open method (8-10 litres & minute total gas-flow) was 
soon, abandoned in favour of a modified Waters’s 
absorption technique, with a total gas-flow of 2-4 litres 
a minute. This method, in conjunction with the calibrated 
Boyle’s bottle, again gave moderately satisfactory 
results, but the difficulties of assessing vapour concentra- 
tions were even greater (Johnstone 1957). Some ‘ Fluotec ’ 
vaporisers were then acquired. These instruments are 
accurately calibrated and compensated for changes in 
temperature. They have proved very satisfactory 
(Brennan 1957), and have superseded the Boyle’s bottle 
in our clinical practice. They are usually used in con- 
junction with a Waters’s absorption unit, with total 
gas-flows of 2—4 litres a minute. 

A closed-circuit apparatus, with an oxygen-flow of 
up to 500 ml. a minute, undoubtedly provides the most 
economical method of using halothane. A circle type, 
however, if the vaporiser is incorporated within the 
circuit, is not without its dangers, as there is a real 
possibility of a rapid build-up of a lethal vapour- 
concentration. This is borne out by the following 
experimental study : 

A sine-curve respiratory pump was connected to a Boyle 
Mark-2 circle absorber and adjusted to give a stroke of 
500 ml. sixteen times a minute. Just under 2 oz. of halothane 
was in the ether vaporiser. Samples were drawn by suction 
from the facepiece end of a corrugated tube through a 
Rayleigh gas-interference refractometer. The rise in the 
percentage of halothane delivered with various positions of 
the control is shown in fig. 1, which shows another serious 
drawback to the use of halothane in this type of vaporiser— 
viz., the very high initial concentrations which are caused 
by the upper part of the bottle becoming filled with halothane 
vapour when the control is at OFF. 


Satisfactory results with circle type absorbers have 
nevertheless been reported by Gusterson (1957) and 
Marrett (1957). We feel, however, that a Waters’s 
absorption unit fed from an accurately calibrated vapor- 
iser is inherently a much safer apparatus. 


Premedication 
We think it absolutely essential that all patients 
should be adequately atropinised before the administra- 
tion of halothane to protect them from the reflex cardio- 
inhibitor action of the drug and the possibility of vagal 
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Fig. I—Rise in per ge of haloth vapour produced by recirculating 
gases through the bottle with various positions of the control lever, 
compared with the percentage produced by a continuous flow of 
8 litres a minute without recirculation. 





arrest of the heart. Hyoscine (scopolamine) is not a 
suitable alternative to atropine, for in the conventional 
dosage it has little appreciable blocking action on the 
cardiac vagus. The current practice in this centre is to 
include 0-6 mg. atropine with the initial sleep-dose of 
thiopentone injected intravenously, and subsequently 
to give additional atropine only if the pulse-rate should 
become unduly slow; only very rarely—in about 0-2° 
cases—has it been necessary to give any additional 
atropine. When halothane is used for the induction of 
anesthesia, atropine 0-6 mg. is administered intravenously 
one minute before the start of induction. In the earlier 
stages of the trial, all potent sedative and narcotic 
drugs were avoided to obtain as accurate a picture as 
possible of the effects of halothane, particularly on the 
respiratory centre. At a later stage the conventional 
sedatives were included in the premedication. 





Induction of Anzsthesia 


If an inhalational induction is required, anesthesia 
can be induced smoothly and rapidly with halothane 
2-3% with a gas-flow of six litres a minute; intubation 
is usually possible in three or four minutes without the 
use of relaxants. This is particularly useful in obstetric 
cases, in children, in emergencies, and in other situations 
in which induction by rapidly acting barbiturates is 
considered inadvisable. Usually, however, a sleep dose of 
thiopentone has been used for induction—150—-200 mg. 
in a 2'/,% solution to which the necessary dose of 
atropine sulphate has been added. Salivary, mucous, 
and gastric secretions and the vomiting reflex are 
suppressed at a very early stage in induction. Halothane 
has, indeed, been used very successfully on patients 
who appeared to be drowning in their own secretions 
as the result of the induction of anzsthesia with other 
agents. Coughing and laryngeal reactions are very 
uncommon during induction with halothane. 


Maintenance of Anzsthesia 


Very smooth anesthesia was usually obtained with a 
1-2% vapour concentration, with at least 50% oxygen 
in the gas mixture. It has been continued for periods 
up to six hours without any supplementation with other 
narcotics. Relaxation has been adequate for all opera- 
tions other than those in the upper abdomen. Of the 
latter, only some 10%, and those mainly in the frail and 
elderly, have been handled satisfactorily without supple- 
mentation with specific relaxant agents. It was thought 
wiser at this stage of our experience to be very ready to 
use these latter drugs rather than to obtain relaxation 
by raising the strength of halothane above the normal 
2%, or atmost, 3%. Suxamethonium was the drug most 
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often used for this purpose, in intermittent doses particu- 
larly during the initial exploration and subsequent 
closure of the peritoneal cavity. It should be given 
slowly and in small doses because, in a large proportion 
of patients under halothane anesthesia, repeated injec- 
tions of suxamethonium 50 mg. cause powerful fascicula- 
tions each time they are given. At the moment no satis- 
factory explanation of this very interesting observation 
is put forward, but it does suggest that myoneural 
function is unaffected by halothane anesthesia (Watland 
et al. 1957). 

Small doses of gallamine (20-40 mg.) have also been 
used. It is wise to use this drug cautiously and in small 
doses because both its effect and its duration are much 
greater in a patient under halothane than in one under 
nitrous oxide and oxygen alone. The use of a profound 
cardio-inhibitor such as neostigmine in patients who have 
had halothane, is, on prima-facie grounds, dangerous, 
and has, in fact, caused some anxiety even when the 
usual dose of atropine had been given. 

Respiratory depression has not been present to any 
significant degree with the 1-2% vapour concentration 
in patients not premedicated with morphine or its 
arfalogues, but tachypna@a has been relatively common, 
especially in abdominal surgery ; it is often more related 
to surgical stimwation than to the inhalation of the’drug. 
It has not created any difficulties in the management 
of the patients, as it is promptly amenable to pethidine 
in doses up to 50 mg. intravenously. It does not resemble 
the tachypnea encountered with trichlorethylene anzs- 
thesia in that it is not associated with increasing resist- 
ance of the lungs to inflation, rigidity of abdominal 
muscles, or cardiac arrhythmias of ventricular origin. 
Halothane has been particularly effective in providing 
smooth anesthesia with efficient ventilation in patients 
with severe generalised pulmonary disease, such as 
chronic bronchitis with emphysema, bronchiectasis, &c. 

It is always easy to institute controlled respiration in 
patients under halothane, even without relaxant drugs. 
It is, however, important not to ventilate too forcibly, 
because the vasomotor paresis induced by the drug 
makes patients more sensitive to the depressor effects of 
increases in endothoracic pressure. Great care is necessary 
too, when the concentration of halothane is increased 
in the already apneic patient. The use of closed-circuit 
anesthesia without a calibrated vaporiser has already 
led to cardiac arrests under such circumstances. 

The human cardiovascular response to halothane has 
been the subject of a previous report (Johnstone 1956). 
The salient features of this response are progressive 
slowing of the pulse-rate in non-atropinised patients ; 
peripheral vasodilatation, particularly venous, which 
persists throughout the period of anesthesia and is 
uninfluenced by trauma and blood-loss; and vascular 
hypotension, which is maximal at the onset of anzs- 
thesia and, as with known ganglionic blocking agents, tends 
to regress after a short time. A moderate drop in blood- 
pressure (B.P.) (10-20 mm. Hg) appears to be inevitable 
in most cases, but its degree and duration are unpredict- 
able ; it is minimal with the 1-2% vapour concentrations. 
These effects appear 
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from advanced heart-disease of all kinds, halothane in 
man does not seem to have any significant direct clinical or 
electrocardiographic effect on the myocardium or its 
conducting mechanism. 


Patients under halothane anesthesia are particularly 
sensitive to sudden blood-loss owing to the suppression 
of the normal compensatory vasomotor response to 
hzmorrhage—peripheral vasoconstriction with increasing 
pulse-rate—and the sudden loss of around 500 ml. may 
render the adult patient pulseless. We should like to 
emphasise that, because of its action in suppressing the 
sympathetic response to hemorrhage, halothane should 
be used with much caution when blood-loss is expected ; 
vasopressor drugs and provision for rapid blood-replace- 
ment should be available. If circumstances are such that 
blood is not available (e.g., domiciliary obstetrics, 
major traumatic surgery, &c.) it would probably be 
advisable to administer a vasopressor before the induction 
of anesthesia with halothane to maintain the cerebral 
and coronary circulations. We should also like to 
emphasise the need for close observation of pulse-rate 
and blood-pressure, especially during the early stages of 
the administration of this potent agent. 


The tendency to hypotension during halothane anzs- 
thesia is exaggerated by postural factors in some patients, 
though by no means all. This reaction can be used, as in 
orthodoxly induced hypoténsion, to obtain control of 
bleeding—e.g., in plastic surgery, neurosurgery, and 
genito-urinary surgery. Further, halothane anzsthesia 
renders patients extremely sensitive to the hypotensive 
effects of hexamethonium bromide. The intravenous 
dose of hexamethonium bromide normally needed for 
optimal hypotensive conditions (viz., 60-70 mm. Hg) 
is from 10 to 30 mg. in adult patients under halothane. 

The hypotensive response to halothane can be com- 
pletely prevented, or, if it has appeared, can be 
abolished, by methoxamine (‘ Vasoxine’) 5-10 mg. 
intravenously. This vasopressor is undoubtedly the 
best for use in conjunction with halothane, for it acts 
exclusively on the peripheral circulation. It should be 
used with care because the hypertensive response in 
inadequately atropinised patients may activate the 
baroceptors in the carotid sinus and aortic arch so much 
as to require the immediate intravenous injection of 
atropine 0-6 mg. to maintain a reasonable pulse-rate. 
There are times when the prompt use of this vaso- 
pressor may well be life-saving—after a sudden 
unexpected hzemorrhage, or where severe hypotension 
follows an abrupt change in posture during halothane 
anesthesia. The following case-history illustrates the 
effectiveness of methoxamine in the management of a 
potentially fatal hypotension immediately following 
cardiotomy. 

Case 1.—A girl, aged 17, with mitral stenosis was to have 
a valvotomy. No cyanosis or cedema; lungs normal. 
B.P. 100/70. Premedication: atropine 0-6 mg, pethidine 
50 mg. Anzsthesia induced with thiopentone 200 mg. with- 
out additional atropine, followed by suxamethonium 50 mg. 
and intubation. Anzsthesia maintained with halothane 
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Fig. 2—Case |: electrocardiogram (lead 1). 


(a) Before induction. Electrocardiogram at standard sensitivity. 
(6) Halothane 1%. Chest open. Standard sensitivity. 

(c) Surgeon’s finger in mitral valve. 
(d) Five minutes later, during suture of atrium. 
(e) One minute later, after methoxamine 5 mg. intravenously. B.P. 8 


Sensitivity x 3. 
B.P. 40 mm. Hg systolic. Sensitivity x 3, 
0 mm. Hg systolic. 
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B.P. stabilised at 90 mm. Hg systolic, with a 
regular sinus rhythm (fig. 2, a and b). Maulti- 
focal ventricular extrasystoles appeared when 
the surgeon explored the mitral valve with his 
finger (fig. 2c), and the blood-pressure dropped 
precipitously. The valve was stenosed with 
considerable regurgitation. During the 
closure of the atrial incision the blood- 
pressure rose to 45 mm. Hg systolic, but in the 
next few minutes gradually dropped to 40 
mm. Hg systolic; a faint peripheral cyanosis appeared, and 
the electrocardiogram (£.c.c.) showed intraventricular block 
(fig. 2d). Methoxamine 5 mg. was immediately administered 
intravenously, and within one minute the systolic pressure 
was 80 mm. Hg; the £.c.c. then showed normal intraventricu- 
lar conduction (fig. 2e), and the skin became rosy pink in 
colour. 

Ten minutes after the completion of the operation the 
patient was fully conscious, and rational, with a systolic 
pressure of 100 mm. Hg. Recovery was uneventful. 

It is believed that this patient developed an _ intra- 
ventricular block due to coronary ischemia caused by pro- 
found hypotension following exploration of the mitral valve 
when she had sympathetic paresis. The raising of the blood- 
pressure with methoxamine restored the coronary circulation 
and abolished the intraventricul:~ block. 


The hypotensive effect of halothane disappears within 
a few minutes of stopping the administration, provided 
the blood-volume has been maintained within normal 
limits. The sensitivity to postural hypotension persists 
for abont fifteen minutes longer, and it is therefore 
sometimes advisable to stabilise the circulation with 
methoxamine 5-10 mg. intravenously, particularly 
after protracted surgery in the Trendelenburg position, 
or after renal operations in the laterally flexed position. 
Hypotension is liable to persist, where vasopressers are 
omitted, in patients with even relatively small blood- 
volume deficits. Adequate blood-replacement during 
operation is therefore of special importance. 

It is our view that adrenolytic agents which antagonise 
the effectiveness of peripherally acting vasopressors 
(e.g., chlorpromazine) should be used with great caution 
before and during halothane anesthesia. One of us 
(M. J.) has had much difficulty in controlling the hypo- 
tension of spinal anesthesia in patients premedicated 
with chlorpromazine, and one death and several near- 
fatalities have been attributed to this combination 
(Moore and Bridenbaugh 1956). Noradrenaline is the only 
vasopressor to which a severe chlorpromazine-induced 
hypotension will respond (Bourgeois-Gavardin et al. 1955), 
and this agent will almost certainly precipitate ventricular 
fibrillation if administered intravenously during halo- 
thane anesthesia (Raventos 1956). 

Activation of the cardiovascular parasympathetic 
innervation, with the possibility of severe cardiac 
inhibition and arrest, constitutes the most dangerous 
aspect of halothane anesthesia. One case of arrest has 
already been reported, and it is probable that this may 
have been the mechanism responsible, though a vapour- 
concentration at least four or five times the recom- 
mended concentration appeared to have been used 
(Foster 1957). Adequate atropinisation completely 
eliminates this threat to the heart, and it is for this 
reason that we consider premedication with atropine 
so essential for all cases in which halothane is to be used 
as the main anesthetic agent. There is as yet no known 
substitute for atropine. 

The following case-history illustrates a profound 
circulatory collapse during halothane anesthesia in an 
inadequately atropinised patient. 

Case 2.—A woman, aged 70, was to have an occipital 
craniotomy for section of the glossopharyngeal nerve-root. 


Fig. 3—Case 2: Electrocardiogram (iead !). 


(a) Before induction. B.P. 170 mm. Hg systolic. 

(6) After induction and intubation under thiopentone (200 mg.) and 
suxamethonium (50 mg.). B.P. 160 mm. Hg systolic. 

(c) Four minutes later, on halothane 1'/,%. Blood-pressure unrecordable. 

(d) One minute later, after atropine 0-6 mg. intravenously, halothane 1"/,%. 
B.P. 90 mm. Hg systolic. 


Hypertensive heart-disease, B.P. 180/120, no cyanosis or 
cedema. Hypersensitive carotid-sinus reflex. Lungs normal. 
Premedication: atropine 0-6 mg. with pethidine 50 mg. 
B.P. before induction 170/110. Induced and intubated with 
thiopentone 200 mg. and suxamethonium 50 mg. B.P. after 
induction and intubation 168/100. Anesthesia was then 
maintained with 1'/,% halothane; four minutes later the 
pulse-rate had dropped to 50 a minute (fig. 3c), and the 
B.P. was not recordable at the wrist. Atropine 0-6 mg. was 
injected intravenously, and within a minute the pulse-rate 
was 90 a minute (fig. 3d), and the B.P. 90 min. Hg systolic. 
Fifteen minutes later the B.P. was 140/100 without further 
medication and without any change in the depth of anzxs- 
thesia, halothane 1'/,% being administered throughout the 
period of inhibition and release. The patient was then turned 
to the prone position; the operation was completed in two 
and a half hours without any further drop in blood-pressure 
and without the need for blood-transfusion. Recovery was 
uneventful. 


Recovery from Anzsthesia 


Patients invariably showed signs of returning con- 
sciousness two to ten minutes after the anesthetic was 
stopped, and were often fully conscious after ten minutes. 
Patients premedicated with opiates tended to sleep for 
longer periods and were often scundly asleep, though 
in full possession of their protective reflexes, for one or 
two hours afterwards. No patient vomited during the 
recovery of consciousness; but about 6% vomited after 
recovering consciousness; this was very transient 
in most instances. A cause other than the anesthetic 
agent should be sought in the event of persistent vomit- 
ing immediately after operation ; a massive volvulus of 
the small intestine was responsible for persistent post- 
operative vomiting following a laparotomy in one case of 
this series, and strangulation of an internal hernia 
following laminectomy was found in another. 

Shivering, along with a brisk pilomotor response, is 
not uncommon during recovery from halothane anzs- 
thesia, and is sometimes quite violent. It is seen 
most often after anzsthesia in cool operating-theatres, 
and is presumably due to the heat-loss occasioned 
by the vasodilatation of halothane anesthesia. No 
specific treatment has been found necessary for this 
complication, as it usually subsides spontaneously in a 
few minutes or disappears after the application of warm 
blankets. 

Patients with diabetes mellitus necessitating insulin 
therapy sometimes show an increased sensitivity to 
insulin for about twelve hours after major surgery under 
halothane anesthesia. The degree of this increased 
sensitivity has not yet been defined, and at the moment 
it is being successfully counteracted by the intravenous 
administration of 5% glucose solution 500-1000 ml. 
during the operation. There is no hyperglycemic response 
during halothane anzsthesia comparable to that induced 
by the administration of ether, and blood-sugar levels 
have been found to alter little in normal patients. 

The reactions of patients with pheochromocytoma 
or severe ischemic shock have not been fully explored, 
but for the time being we would advise extreme caution 
in such cases, particularly in patients of the latter group 
who are known to respond badly to the vasodilator 
effects of other anesthetic drugs. 
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Conclusions 


Before this investigation was started, it was decided 
not to attempt any comparison between the quality 
of halothane anesthesia and that of the existing agents 
and techniques ; it was felt that this consideration would 
be irrelevant to the question at issue, which was simply 
to determine whether or not halothane would provide 
safe and reasonably efficient anesthesia in man. Since 
the investigation began halothane has been successfully 
administered to more than 5000 patients in this area, 
2500 of whom have been the subject of this report. The 
remainder of the patients were anesthetised by con- 
sultants, registrars, and house-officers, and there have 
been no deaths or serious illnesses attributable to the 
drug in any of the cases. Virtually every known opera- 
tion has been done under halothane anesthesia on 
patients ranging from neonates to nonagenarians. 
Many patients had advanced complicating heart, lung, 
liver, renal, endocrine, nervous, blood, and other diseases, 
and none has shown any deterioration as the result of 
halothane anesthesia. 

As a consequence of this work it has become obvious 
that halothane has certain advantages : 

1. It suppresses salivary, mucous, bronchial, and gastric 
secretions. . 

2. The persistent vasodilatation due to inhibition of 
sympathetic activity, though rendering the patient more 
sensitive to the hypotensive reaction to hemorrhage, greatly 
facilitates rapid replacement of blood lost. 

3. The lability of the blood-pressure, which is controllable 
within the strictest meaning of the term, greatly diminishes 
the blood-loss when halothane anesthesia can be combined 
with postural drainage of the operative site. 

4. The ease with which the 2% vapour concentration can 
be inhaled without ‘causing laryngo-bronchial irritation is 
particularly beneficial in the management of patients with 
hyper-irritable bronchial reflexes—e.g., patients with chronic 
bronchitis or bronchiectasis. 

5. The prompt recovery of consciousness, even after very 
long administration, lessens the difficulties of the post- 
operative management of the patients. 

6. Halothane is not explosive or inflammable. 


It is concluded that halothane, a new volatile, non- 
explosive agent, provides smooth and easily reversible 
anesthesia for virtually every known surgical procedure 
in patients of all age-groups. It is emphasised that all 
patients should be adequately atropinised before the 
administration of halothane, and that reasonable attempts 
should be made to restrict the vapour concentration to 
2% or less. It is also highly advisable to have ready 
facilities for immediate blood-replacement. At the time 
of writing, no absolute contra-indication to the use of 
halothane has been recognised. Its use by trainee anes- 
thetists, after appropriate instruction, has produced 
satisfactory results. 

Summary 

5000 patients have been anzsthetised with halothane 
in the Manchester area by anaxsthetists of consultant, 
registrar, and house-officer grades. It has provided 
satisfactory anzsthesia in all cases, and no fatalities or 
serious postoperative illness have been attributed to 
its use. 

The equipment used, nature of operation, premedica- 
tion, method of induction and maintenance of anzs- 
thesia, and recovery from anzsthesia in 2500 operations 
are discussed. 

All patients should be adequately atropinised before 
the administration of halothane; a vapour-concentra- 
tion of 2% in oxygen should not be exceeded during the 
maintenance of anzsthesia; and provision should be 
made for the rapid replacement of blood lost. 

We have been unable to recognise any clinical contra- 
indication to the use of halothane as an anesthetic 
agent. 
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Ir has been supposed that increased coagulability of 
the blood may be an etiological factor in ischemic heart- 
disease; the present investigation was undertaken to 
explore this possibility. 

48 patients with ischemic heart-disease who had 
angina pectoris on exertion were studied ; in some there 
had been demonstrable cardiac infarction in the past, 
but in none was it recent. Each patient was matched with 
a healthy volunteer control of the same age and sex 
without any clinical or electrocardiographic evidence of 
ischemic heart-disease. The findings in the 96 people 
are reported below. é 

Method 

Blood coagulation was investigated in each patient and 
matched control on the same day. All were ambulant 
and attended as outpatients for samples of blood to be 
taken at 9.30 a.m. under standard conditions. They were 
instructed to have only a light breakfast—i.e., tea or 
coffee and toast, with no cream and very little butter— 
on the morning of their test. 30 ml. of blood was with- 
drawn from an antecubital vein into an oiled syringe ; 
samples were accepted only if there had been a clean 
venepuncture and an uninterrupted flow of blood into 
the syringe. 

The patients and their controls were divided into two 
groups: in group 1 the technician knew whether the 
donor of each sample was a patient or a control, but in 
group 2 this was avoided by a double blind technique. 
In group 1, the following tests were made : prothrombin- 
time (Russell’ s-viper venom, ‘ Stypven’), fibrinogen- 
estimation, platelet-count, three different contact-clotting 
times, estimation of factor VII, and thromboplastin- 
generation test. In group 2 the tests made were the 
prothrombin-time (Russell’s-viper venom and _ brain 
extract—‘ Thrombokinase ’), fibrinogen-estimation, plate- 
let-count, estimation of platelet-stickiness, and thrombo- 
plastin-generation. 

Technical Details 

In all the tests citrated plasma was prepared (unless 
otherwise stated) by mixing nine parts of whole blood 
with one part of 3-8% (w/v) trisodium citrate and centri- 
fuging for 15 minutes at 2500 r.p.m. Serum was obtained 
by dropping four glass beads into whole blood and gently 
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RESULTS OF COAGULATION TESTS IN GROUP 1 


TABLE I 
(Excluding thromboplastin-generation test) 
Standard 
Controls Patients error of 
difference 
Prothrombin-time (sec.) : 
Russell’s-viper venom : 
Maximum .. - oe 19-0 17-0 
Average (no. of observa- 
tions) ° ee 14°4*(28) 13-3*(28) 0-5 
Minimum .. ° 12-0 10-0 
Fibrinogen (groups 1 and 2) 
(ml. on 2 ml. plasma) : 
Maximum .. 0-100 0-110 
Average (no. of ‘observa- 
tions) 0 0-071*%(33) 0-081*(33) 0-003 
Minimum .. 0-040 0-060 
Platelets (per c.mm. ‘of whole 
blood) : 
Maximum .. 307,000 301,000 
Average (no. aaa ‘observa- 
tions) . 225,000 (23) 220,000 (23) 9935 
Minimum .. - 176,000 172,000 
Contact-clotting times (sec. y: 
Glass powder : 
Maximum ‘ 267 298 
Average (no. of observa- 
tions) . . 174 (27) 173 (27) 13 
Minimum <a - 87 90 
Bullotini spheres : 
Maximum ° 304 346 
Average (no. of observa- 
tions) . 174 (27) 176 (27) 17 
Minimum e o< 79 63 
Silicone tube : 
Maximum > 900 900 
Average (no. of ‘observ: a- 
tions) .. >900 (19) >900 (13) 
621 (8) 588 (14) 
Minimum od “x 440 365 
Factor VII (sec.): 
Plasma : 
Maximum 31-0 31-0 
Average (no. of ‘observa- 
tions) . ‘ 25-1 (24) 25-4 (24) 0-8 
Minimum | 21-0 20-5 
Serum : 
Maximum 26°5 29-5 
Average (no. of “observa- 
tions) .. ee 23-8 (28) 24-1 (28) 0-7 
Minimum ‘ oe 19-0 17-0 


*Figures for patients and controls differed significant!y 


and repeatedly inverting the tube during clotting. When 
clotting was complete, and after incubation for 4 hours 
at 37°C, the serum was separa‘ed by centrifuging for 5 
minutes at 1500 r.p.m. and immediately removed from 
the clot. Clotting-times were taken in small glass test- 
tubes (diameter */, in.). Details of the tests made on 
each sample of blood in group | are as follows : 

Prothrombin-time.-A modification of Quick’s (1935) 
method was used; Russell’s-viper venom was used instead 
of brain extract, and citrated plasma (0-1-ml. amounts) instead 
of oxalated plasma. M/40 calcium chloride was found to be 
optimal. 

Fibrinogen- -estimation.—This test was based on the rapid 
method of Biggs and Macfarlane (1957a). The following 
modifications were made: blood was collected in a bottle 
containing solid potassium oxalate; a 27% solution of 
ammonium sulphate was used ; and the precipitated fibrinogen 
was obtained after centrifuging for 15 minutes at 3000 r.p.m. 
and expressed as volume in ml. per 2 ml. of plasma. 

Platelet-count.—The method of Brecher and Cronkite (1950) 
was used, using 1% ammonium oxalate. This estimation was 
made on capillary blood from the finger-tip. 

Contatt-clotting times (J. Margolis, personal 
In these tests citrated plasma was collected, centri- 
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fuged, and stored in silicone-coated test-tubes. Subsequently 
the plasma was centrifuged for a further 15 minutes at 2500 
r.p.m. to obtain platelet-poor plasma. 

Method 1; 0-2 ml. of citrated plasma and 20 mg. of glass 
powder were mixed in a glass test-tube (diameter */, in., 
length 3 in.) and shaken every 30 sec. for 3 minutes at 
room-temperature. The mixture was subsequently placed in 
a water-bath at 37°C, and 0-05 ml. of M/10 calcium-chloride 
solution (previously warmed to 37°C) was added. The clotting- 
time was take after recalcifying. 

Method 2; 0-6 ml. of citrated plasma and 0-4 ml. of Ballotini 
spheres (grade 18) were mixed in a silicone-coated test-tube 
(diameter */, in., length 3 in.) and rotated at 10 r.p.m. 
for 20 minutes at room-temperature to obtain maximal glass 
contact. The spheres were allowed to settle, and the super- 
natant plasma was removed. Clotting-times were taken in 
silicone-coated test-tubes, using 0-2 ml. of plasma and 0-05 ml. 
of M/10 calcium-chloride solution. 

Method 3: 0-6 ml. of plasma was rotated as in method 2, 
except that Ballotini spheres were not added. The clotting- 
times were taken as in method 2 

Estimation of factor VII (proconvertin) in plasma and 
serum.—This estimation was adapted from the method of 
Owren and Aas (1951). 1-8 ml. of whole blood was added to 
0-2 ml. of an anticoagulant mixture (Biggs and Macfarlane 
1957b) and centrifuged for 15 minutes at 2500 r.p.m. to obtain 
plasma. Serum was prepared as initially described. Both 
plasma and serum were diluted | in 10 with a diluting solution 
(previously described as ‘‘ diluting-solution B ’’ by Biggs and 
Macfarlane 1957c). Ox-plasma free from factor VII was 
prepared by filtering oxalated ox-plasma through Seitz filters 
(diameter 3-6 cm., and containing 18% asbestos) at the rate 
of 20 drops a minute. M/40 calcium-chloride solution was 
found to be the optimal concentration for the batch of ox- 
plasma used. The ox-plasma was bottled in 2-ml. amounts and 
stored at —20°C. “A saline extract of human brain (Biggs and 
Macfarlane 1957d) was used as the thromboplastin compo- 
nent. 0-1 ml. of the serum (or plasma) dilution, 0-1 ml. of the 
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averages for 





patients and controls. (85 sec. = 100%.) 
saline-brain extract, and 0-1 ml. of the ox-plasma (free from 
factor VII) were mixed in a test-tube and incubated at 37°C 
for 3 minutes. The mixture was then recalcified with 0-1 ml. of 
M/40 calcium chloride, and the clotting-time was determined in 
the usual way. 

Thromboplastin-generation test.—This test was made as 
described by Biggs and Douglas (1953), with the following 


RESULTS OF THROMBOPLASTIN-GENERATION TEST IN GROUP 1 


(8-5 secs. = 100%) 





tion). 
TABLE II 
1 2 3 4 

Control average % * oe os 8-9 48-0 86: 0 98-9F 
Patient average % * es 9-6 52-2 103-3 124-6f 
Standard error of difference 8 9-0 10-3 8-2 
Control maximum % .. - 84-0 130-0 145-0 145-0 
Control minimum % on oe 1-0 1-0 1* 70 
Patient maximum % .. oe 92-0 145-0 170-0 170-0 
Patient minimum % _ _ 1-0 1-5 2-5 60-0 


Incubation-time (min.) 


5 6 7 8 12 16 32 
110-5t 111-2t 106-9t 101- 3t 83-0 59-9 26-0 
123-4+ 120-5+* 115 4 or 108-9+ 88-0 64-0 24-4 

3-9 3-2 2-7 4-2 4°3 2-0 
145-0 145-0 1 30. d 1 20- 0 112-0 100-0 43-0 

73-0 100-0 92-0 84-0 53-0 43-0 13-0 
145-0 145-0 145-0 130-0 112-0 105-0 43-0 
100-0 92-0 84-0 84-0 45-0 31-0 12-5 


* Averages all of 28 observations. 





+ Figures for patients and controls differed-significantly. 
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TABLE III—RESULTS OF COAGULATION TESTS IN GROUP 2 
(Excluding thromboplastin-generation test) 
Standard 


error of 
difference 


Controls Patients 
Platelet-stickiness ( % of initial 
count) : 
Zero min. .. 
40 min. : 

Maximum 57 54 

Average om. of observa- 
tions) . ot 51*(15) y*(75) 2 

Minimum = “~~ 45 

min. 

Maximem 41 

Average mm of obse rva- 
tions) . 

Minimum 

Initial platelet-count ( pe re. m m. 
whole blood) : 
Maximum .. 
Average .. 
Minimum .. 
Prothrombin-time (sec.) : 
Russell’s-viper venom : 

1000 r.p.m. for 5 medi. : 
Maximum ns 16-2 
Average (no. of obser- 

vations) os ° 1: 
Minimum ; 1: 

4000 r.p.m. for 30 min. : 
Maximum “ ‘ 

* Average (no. of obser- 

vations) °° R 13- 
Minimum ‘ 1 
Brain extract : 

1000 r.p.m. for 5 min. : 
Maximum ‘i ; 
Average (no. of obser- 

vations) ‘ 


100 100 


ue 


a 
~ 


29 (15) 5 (15) 2 
19 


ro 
sO 


- 429,000 
. 263,600 (20) 
. 204,000 


328,000 
245,700 
184,600 


20) 15,630 


~ 


5-4 (17) 0-4 
Minimum ? : “4 
4000 r.p.m. for 30 min. : 
Maximum in ; 
Average (no. of obser- 
vations) é 15°$ 
Minimum ae om 13°% 


* Figures for patients and controls differed significantly. 


15°8 tones 0-4 
13°5 


modifications : the serum was incubated for 4 hours at 37°C 
and, after dilution, was allowed to stand at least 1 hour at room- 
temperature. The alumina-plasma was prepared as follows : 
0-1 ml. of aluminium hydroxide was added to 1 ml. of citrated 
plasma, adsorbed for only 45 sec. at 37°C, and centrifuged for 
5 minutes at 2500 r.p.m. The supernatant plasma was immedi- 
ately removed. Chloroform extract of brain (diluted 1 in 100) 
was prepared (Bell and Alton 1954) and used instead of platelet 
extract. 0-4-ml. amounts of the dilution of plasma, serum, and 
brain-extract were used for the incubation mixture, and 
clotting-times were determined at intervals of 1, 2,3, 4, 5, 
6, 7, 8, 12, 16, 32, and 60 minutes. The thromboplastin per- 
centage was read from a dilution-curve prepared from a control 
person. 


Details of the tests made on each sample of blood in 
group 2 were as follows : 

Prothrombin-time.—This was modified from that described 
for group 1. One sample was centrifuged for 5 minutes at 
1000 r.p.m., and a second sample for 30 minutes at 4000 r.p.m. 
On each of these samples the test was then completed using 


Russell’s-viper venom and brain extract (thrombokinase, 
Geigy). 
Fibrinog timation as described above. 





Platelet-count and estimation of platelet-stickiness.—These 
tests were done by Wright’s (1941) method, except that the 
eye were not stained before counting, and the glass bulb 

ad only one window. The concentration of heparin used was 
0-20 mg. per ml. 
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Thromboplastin-generation test as described above, except 
that the plasma was diluted 1 in 10 and the serum 1 in 20. A 
new dilution curve was prepared from the pooled plasma and 
serum of 6 healthy people. Clotting-times were taken at 
intervals of 1, 2, 3, 4, 5, 6, 7, 8, 9, 10, 11, 12, 14, and 16 
minutes. 


Age and Sex 

The 28 patients in group 1 were aged 42-61 (average 
53); there were 24 men and 4 women. The 20 patients 
in group 2 were aged 40-62 (average 52) ; there were 18 
men and 2 women. In group 1 the age of each matched 
control was within two years of the corresponding 
patient, except in two instances: in one the control’s 
age exceeded the patient’s by six years; and in the 
other the control was three years younger than the 
patient. In group 2, for all pairs, the ages of the patients 
and controls were within two years of each other. 


Codgulation Tests 

The results of the coagulation tests are given in 
tables 1-1v and figs. 1-3. In the tables the maxima, 
minima, and averages are given for each test ; there was, 
throughout, a wide range of individual results for both 
patients and controls in each test, and these overlapped. 
The results for each test were statistically analysed, 
patients being compared with controls. A test of signi- 
ficance between the two means, in which the standard 
error of the difference was estimated from the mean 
range, was made in each instance. 

A statistically significant difference was found between 
the patients and controls in groups 1 and 2 as regards 
thromboplastin- generation, in group 2 as regards platelet- 
stickiness (omitted in group 1), in the prothrombin-time 
(Russell’s-viper venom) of group 1, and in 33 patients 


Results 
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patients and controls. (108 séc. = 100%.) 


and 33 controls (from the two groups) in whom fibrinogen 
was estimated. 

A statistically significant difference was not found - 
between patients and controls in total platelet-counts, in 
contact-clotting times, in estimation of factor VII in 
plasma and serum in group 1, and in the prothrombin- 
time in group 2. 


TABLE IV—RESULTS OF THROMBOPLASTIN-GENERATION TEST IN GROUP 2 


(10-8 secs. = 100 %) 


Incubation-time (min.) 


8 9 10 11 12 14 16 





1 2 3 4 5 6 7 | 
Control average % * 9-7 38-2 60-7 74-8 | 92-0 |100-2t|101-3f |100-6¢ 96-3t| 92-5t| 88°47 83-67) 74-5 | 64-2 
Patient average & a 12-4 37-5 59-1 91-3 106-0 112-1f |112-5t |109-6f 106-0f |101-47| 97-4¢ | 93-17 84-3 73°3 
Standard error of “ifference 5-4 98 105 10-4 9-5 5°5 3-8 2- 3-4 4-0 4-1 4-4 49 4°5 
Control maximum % > 52-0 102-0 114-0 124-0 (124-0 (124-0 120-0 114-0 114-0 \114- 0 115-0 115-0 108-0 | 92-0 
Control minimum % 10} 15 1-5 5°5 19-0 50-0 64-5 90-0 82-0 | 77:0 72-0 60-0 0 | 44-0 
Patient maximum % 77-0 |132-0 138-0 132-0 135-0 (130-0 125-0 125-0 (125-0 122-0 113-0 105-0 (101-0 | 97-0 
Patient minimum % 1-0 1-5 2-0 4°5 16°5 73-0 90-0 90-0 77°0 | 64-5 60-0 | 57-0 41-0 | 38-0 





." * Averages all ot 20 observations 
+ Figures for patients and controls differed significantly. 
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In the thromboplastin-generation test in group 1 the 
difference between the averages for patients and controls 
was significant at 

















the 1% level at 
100 4 incubation-times 
= of 4, 5, 6, and 8 
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~ : 4 thromboplastin- 
= generation test in 
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0 2040 #60 80 stickiness test the 
MINUTES difference between 


the averages was 
significant at 
the 1% level at 40 
minutes. 

The difference 
between the averages was significant at the 1% level in 
the fibrinogen test, and at the 5% level for the pro- 
thrombin-time in group 1. 

In a joint examination of platelet-stickiness (recorded 
as % of the initial platelet-count remaining at 40 minutes) 
and thromboplastin-generation (recorded as the peak % 
reached in the thromboplastin-generation test) 15 paired 
male patients and controls from group 2 were used. The 
mean values were as follows : 


Fig. 3—Platelet-stickiness test in group 2: 
averages for patients and controls. The 
remaining percentage of the initial platelet- 
count reflects the sticki of the piatel 





x Platelet- Peak % 

Group stickiness thromboplastin 
Patients .. is ai an 40-4 117-5 
Controls a0 we 51-1 103-9 
Significance (t 14 df.) _. ' -7°7 51 


The differences between patients and controls are signifi- 
cant to beyond the 1/1000 level. The best-fitting straight 
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= Fig. 4—Relation between peak percentage 
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reached in thromboplastin-generation test and 





and 0-12. Thus  platelet-stickiness (recorded here as %, of 
a definite rela- initial platelet-count r d at 40 min.—i.e., 
tion between the 100 minus % remaining): solid circles, 


two tests is patients ; open circles, controls. 


established for the patients but not for the controls 
(fig. 4). 

These results indicate an increased coagulability of the 
blood in the patients studied with ischemic heart-disease 
compared with controls of the same age and sex. 


ORIGINAL ARTICLES sEPT. 7, 1957 


Discussion 


This is believed to be the first time that increased 
coagulability of the blood has been demonstrated between 
a group of patients with ischemic heart-disease and 
healthy controls. The difference, it must be emphasised, 
existed between the entire groups; no clear individual 
separation has yet been made. The coagulability of the 
blood of some patients with ‘ischemic heart-disease, 
measured by the tests used, was less than the average 
normal; in some controls, on the other hand, the 
coagulability was considerably more than the patients’ 
average. If increased coagulability of the blood is an 
etiological factor, and not a result, of ischemic heart- 
disease, the figures may be considered to be weighted 
against the demonstration of the difference found, since 
a number of the controls may be expected to develop 
the disease. 

Tissue destruction (Gelin 1956) may be followed by 
increased coagulability of the blood ; for this reason no 
patient known to have had recent cardiac infarction was 
included in the study. Even so, the possibility that the 
change in coagulability of the blood is the result, rather 
than the cause, of the disease cannot yet be excluded. 
Further, the change in coagulability may in either instance 
be phasic rather than constant, with periodic swings from 
normal levels to a state of hypercoagulability. 

It is concluded that these findings favour the likelihood 
that vascular occlusions, in such patients, are primarily 
due to the formation of thrombi. As regards the manage- 
ment of ischemic heart-disease, it might be assumed 
that any measure which would safely correct this abnorm- 
ality of coagulation, returning it to the normal range, 
should improve the prognosis. The underlying changes in 
the blood are being further studied together with their 
relation to the clinical course of the disease and to factors 
which may affect it. 

Summary 

Coagulability of the blood was studied in 48 patients 
with ischemic heart-disease and 48 healthy controls. 

A statistically significant difference was found between 
the patients and the controls in respect of thrombo- 
plastin-generation, platelet-stickiness, fibrinogen-estima- 
tion, and prothrombin-time (Russell’s-viper venom) ; it 
indicated an increased coagulability of the patients’ 
blood compared with that of the controls. No significant 
difference was found in contact-clotting times, estimated 
by three different methods ; in the amount of factor VII 
(Owren) in plasma and serum ; or in total platelet-counts. 

The hypercoagulability of the blood in patients with 
ischemic heart-disease, formerly suspected and now 
demonstrated, is discussed. 

The coéperation and advice of Dr. R. G. Macfarlane, F.R.s., 
and Dr. Rosemary Biggs have been of the greatest value 
throughout this work ; we express our thanks and indebted- 
ness to them. We thank Dr. Paul Wood, director of the 
Institute of Cardiology, who has constantly supported this 
work ; the physicians of the National Heart Hospital who have 
allowed us to study their patients ; Dr. Helen Payling Wright 
for advice on the platelet-stickiness test and for the loan of 
apparatus ; Dr. J. O. Irwin, who made the statistical analysis ; 
Imperial Chemical Industries Ltd. for a grant which covered 
part of the cost of the investigation ; Burroughs Wellcome & 
Co. for a supply of ‘ Stypven’; Geigy Ltd. for ‘ Thrombo- 
kinase’; and the volunteers from the Prudential Assurance 
Company Ltd. who acted as controls. 
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THE work here described was undertaken to determine 
the nature of the lipid material responsible for the inhibi- 
tion of fibrinolysis which follows consumption of a fatty 
meal (Greig 1956). Our experiments suggest that the 
inhibitor is beta-lipoprotein and chylomicra (the latter 
being regarded as a subgroup of the beta-lipoproteins), 
and we discuss the implications. 


Methods 


The estimation of in-vitro fibrinolysis was carried out 
as described (Greig 1956). 

Lipids were removed from plasma by the method of 
Maéfarlane (1942). In this the plasma is frozen in the presence 
of the solvent to a temperature below —23°C. Generally a dry 
ice-acetone bath has been used, but for larger volumes the 
material has been frozen in a deep freeze at -30°C. After 
freezing solid, the material is allowed to thaw at room-tem- 
perature, and the solvent and plasma are separated, if neces- 
sary by centrifugation. The remaining solvent is removed 
by evacuation, or bubbling nitrogen through it. A detailed 
study of this method of removing lipids is in preparation 
(Greig). 

Total lipids were estimated by the method of Kunkel et al. 
(1948), and serum-total-cholesterol by the method of Pearson 
et al. (1953). 

Zone electrophoresis of the plasmas was carried out on 
filter-paper (Whatman 3 MM). Veranol acetate buffer (pH 8-6) 
was used, ionic strength 0-1. The current density was 0-6 mA 
per cm. strip. The plasmas were applied in a linear fashion 
to the paper after prestaining with oil red O, a saturated 
solution in 95% ethanol as recommended by McDonald and 
Bermes (1956). 

Results of Experiments 


Effect of Feeding Various Types of Fat 

These experiments, summarised in table 1, will be 
reported in greater detail (Greig, Bersohn, and Sandler). 
After taking butter fat, in the form of fresh cream, the 
great majority of subjects show marked inhibition of 
fibrinolysis: in a few, fibrinolytic activity was enhanced. 
Feeding with egg-yolk also produced inhibition. After 
taking vegetable oils fibrinolysis usually rose above the 
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fasting level, if this was initially low. The effect of 
the vegetable oils on fibrinolysis was unrelated to the 
degree of saturation of their fatty acids: coconut oil 
(iodine value 10), proved as activatory as sunflower-seed 


oil (iodine value 133). 


Effect of Lipid Eatraction by Various Solvents 

In a preliminary experiment two subjects were studied. 
Their blood was taken 4 hours after a meal on two 
occasions, and the plasma fibrinolytic activity, serum- 
total-lipids, and serum-total-cholesterol were determined. 
The plasma fibrinolytic activity was also determined after 
removal of lipids with four solvents (diethyl ether, 
petroleum ether, carbon tetrachloride, and chloroform). 
The results are shown in table 1. Figs. 1 and 2 are scatter 
diagrams relating the serum-total-lipid and serum-total- 
cholesterol with fibrinolytic activity. In general there is a 
relationship between fibrinolytic activity and the amount 
of lipid extracted from the plasma with chloroform and 
ether, and to a lesser extent with carbon tetrachloride. 
Petroleum ether extracted little lipid and caused little 
activation of fibrinolysis. 

Fig. 3 shows the fibrinolytic activity before and after 
solvent treatment for each solvent for each subject. 


TABLE I—FIBRINOLYTIC ACTIVITY OF PLASMA TAEEN 4 HOURS 
AFTER MEAL 

(In this table the fibrinolytic activity of fasting plasma is 
compared with the fibrinolytic activity of lipemic plasma 
taken 4 hours after a meal consisting solely of the fat shown in 
the first column. The dripping and the oils were emulsified in 
10% gum-acacia solution. The period of incubation of the 
clot in these experiments is 24 hours) 





No. of , No. , No. | BP oa 
wens showing showing owing 
Type of fatty meal jot - inhibi- no enhance- 
eo tion change | ment 
Fresh cream (60 g. butter fat) 23 16 4 3 
Egg-yolks (75 mil.) .. 6 5 1 wa 
Beet dripping (30 g. ) 2 -- 2 - 
Corn oil (60 g.) 17 4 9 4 
Coconut oil (60 g. "5s 10 é% 5 5 
Sunflower-seed oil (60 g.).. 5 1 1 3 
Arachis oil (40 g.) .. . 8 1 oe 7 


There was some evidence that, especially with chloroform 
and ether, solvent treatment causes more activation of 
fibrinolysis in lipsemic plasma than in a fasting specimen. 
Further investigation (table mr) confirmed that this is 
so: extraction of fasting plasma, caused less activation 
than extraction of lipemic plasma. Further, the effect 
of extraction of lipids varies with the type of fat fed, 


TABLE Il—EFFECT OF SOLVENT EXTRACTION ON PLASMA FIBRINOLYTIC ACTIVITY AND PLASMA LIPIDS 
(In these experiments, the plasma fibrinolytic activity of two subjects was determined by estimating the residual clot after 


5 and 24 hours’ incubation, on untreated plasma and on plasma efter extraction at -78°C with various solvents. 
The extracted fat values in the case of chloroform and carbon tetra- 


was obtained from blood taken 4 hours after the meal. 


The plasma 


chloride must be treated with some reserve on account of emulsion formation) 


Fibrinolysis 


Hours 5 24 5 
Subject 1 

: after ey. eee 
“is spec. as - 32 100 sy] 
Ethyl! ether we aA 2 ¥- 52 100 61 
Petroleum ether .. on os = 47 55 45 
Chloroform cs at os 63 100 64 
Carbon tetrachloride “% ah Pe 43 72 71 
B: after a fatty wes 
Native spec. ° om on 16 73 18 
Ethyl] ether os a > Sas 73 100 84 
Petroleum ether . . a3 oa ss 35 66 67 
Chloroform be ‘< 100 100 92 
Carbon tetrachloride aa da ai 73 100 92 


% of clot lysed in 


Cholesterol 


Total lipids 
(mg. per 100 ml.) 


Extracted fat * 
(mg. per 100 ml.) 


(mg. per 100 ml.) 


24 
2 1 2 1 2 1 2 
100 Pr iy 740 850 195 219 
100 160 544 630 665 104 111 
100 33 160 720 810 188 206 
100 77 300 500 420 130 48 
100 110 456 700 480 169 100 
67 y +a 740 900 190 226 
100 373 580 590 650 55 75 
80 117 173 685 830 150 198 
100 603 380 420 420 75 52 
100 333 666 570 400 107 92 


The extracted fat in the solvent was weighed after evaporation of the solvent. 
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Fig. |\—Scatter diagram relating the total lipid content to fibrinolytic 
activity of plasma from two healthy subjects before and after removal 
of lipids with solvents. 

The superscript figures at the points indicate the subject. 
A single sample of plasma was obtained from the subjects 4 
hours after their customary breakfast and divided into 
aliquots which were treated as indicated, A general inverse 
relationship between the plasma lipid content and plasma 
fibrinolytic activity is seen. 
activation being conspicuous after feeding with butter 
fat, but much less after feeding with vegetable oils. 
Electrophoretic studies of the sera from the subjects of 
these experiments before and after extraction of lipids, 
showed that the beta-lipoprotein band was removed by 
treatment with ether and chloroform and to a lesser 
extent with carbon tetrachloride, but was unchanged by 
extraction with petroleum ether (fig. 4). None of the 
solvents used affected the alpha-lipoprotein band. 


Discussion 
These results show that the inhibition of fibrinolysis 
which follows consumption of a fatty meal differs in 
degree according to the nature of the fats: it was greater 
with butter fat and eggs and less with the other fats 
tested, whether animal or vegetable in origin, and the 
effect bore no apparent relation to the iodine value. This 
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to fibrinolytic activity of plasma from two healthy subjects, before 

and after solvent extraction. 

The superscript figures at the points indicate the subjects. 
The results obtained with two samples of plasma are recorded 
on this chart—one after the subjects customary breakfast 
and one after a fatty meal. The points indicating values 
obtained with the plasma after the fatty meal are marked with 
an asterisk. It is noticeable that these, after extraction with 
chloroform, carbon tetrachlorije or ether, have the highest 
levels of fibrinolytic activity. There is again a general inverse 
relation between the cholesterol content and fibrinolytic 
activity of the plasmas. 
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is of interest in view of Maclagan and Billimoria’s (1956) 
findings on the effect of feeding butter fat on blood 
coagulation in vitro. Our solvent experiments suggest 
that beta-lipoprotein inhibits fibrinolysis. Further, when 
lipid is removed from plasma, the plasma not only ceases 
to inhibit fibrinolysis but activates it. This effect may 
perhaps be analogous to the in-vivo ‘ clearing ’’ effect 
of heparin. Experimental work (Greig, unpublished) has 
shown a close relation between the activity of the plasma- 
lipid ‘‘ clearing ’’ mechanism and fibrinolysis, and our 
finding (recorded above) that the plasma of certain 
individuals, after they consumed cream, showed activa- 
tion instead of inhibition, may possibly be due to these 
individuals having an active ‘‘ clearing ’’ system. Jeffries 


TABLE III—EFFECT OF ETHER EXTRACTION ON FASTING AND 
LIPZ MIC PLASMAS 


(In this experiment the percentage of clot lysed in 24 hours 
was determined in fasting and lipemic plasma before and 
after extraction with ether. The fasting plasma was obtained 
after 10 hours’ abstinence from food; the lipzemic plasmas 
4 hours after a fat meal of the composition indicated. Ether 
extraction was performed at —78°C) 


Percentage of clot lysed in 24 hours 








After fatty meal 












































Subject Fasting 
. . Ether 7 , Ether 
Untreated extracted Untreated extracted 
1 60 73 A 38 100 
B 53 73 
2 100 100 A 33 100 
B 100 100 
re 62 76 A 37 81 
B 84 93 
ac 67 73 A 38 15 
Cc 28 100 
reg 72 83 A 52 100 
Cc 100 100 
i * 34 100 Cc 100 100 
dD 58 41 
a 7 100 100 D 100 100 
E 83 100 
8 50 65 E 23 100 
F 61 100 
9 100 100 c 68 100 
F 100 100 
10 25 50 E 56 100 
F 100 100 
: “4. 100 100 E 30 100 
EF 100 100 


A. After 60 g. butter fat as fresh cream. 
B. After 60 g. maize oil. 

C. After 60 g. sunflower-seed oil. 

D. After 60 g. coconut oil. 

E. After 75 ml. egg yolk. 

F. After 40 g. arachis oil. 


(1954) demonstrated clearing activity in plasma of rats 
absorbing fats. 

The demonstration of inhibition of fibrinolysis by ali- 
mentary lipemia provided a possible link between various 
hypotheses relating to the sxtiology of atherosclerosis 
(Greig 1956). Our new observations suggest, though they 
do not prove, that an important inhibitory factor is beta- 
lipoprotein ; and, if this is so, the link becomes clearer. 
Gofman et al. (1950b) have shown that cholesterol feeding 
in rabbits produces a lipoprotein pattern similar to that 
of people who have had a coronary thrombosis (Gofman 
et al. 1950a, Graham et al. 1952), and Kwaan and 
MacFadzean (1957) have been able to demonstrate that 
in rabbits cholesterol feeding inhibits fibrinolysis. By 
inhibiting fibrinolysis the beta-lipoproteins may play an 
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Fig. 3—Diagram indicating the increase in plasma fibrinolytic activity 
after solvent treatment. 

The lower circle indicates the initial level of fibrinolytic 
activity and the upper the level after solvent extraction with 
the solvent indicated. A relates to plasma taken 4 hours after 
the subjects customary breakfast, and B to plasma taken 4 
hours after a fatty breakfast. The increment in the case of 
the fatty plasma is et greater. 
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important part in the sities of thrombosis.. “The 
bearing of these observations on atherosclerosis depends on 
the validity of Duguid’s hypothesis (Duguid 1948, 1949, 
1954, 1955). 

A feature of research into atheroma in particular, and 
to some extent into coronary thrombosis, has been pre- 
occupation with the réle of cholesterol. An association 
between hypercholesterolemia and coronary thrombosis 
has often been postulated, and an attempt made to relate 
this to atheroma. . But the observations of Lande and 
Sperry (1936) and Gertler et al. (1950) suggest. that a 
raised blood-cholesterol is more important in the ztiology 
of thrombosis than in the etiology of atheroma. A 
similar attempt has been made to relate serum-beta- 
lipoprotein levels to atherosclerosis (Gofman et al 1950a), 
but here again the relationship is not clear, and it seems 
more likely that the association is with thrombotic 
episodes rather than with atheroma. There is now much 
evidence, generally ignored, that, though coronary 
atheroma is doubtless a prerequisite for coronary throm- 
bosis, the reverse is not true, and that the factors leading 
to the one are not necessarily the factors leading to the 
other. Thus most workers, acknowledging the difficulty 
of diagnosing atheroma during life, have relied on the 
occurrence of a clinical thrombosis to indicate subjects 
who are atheromatous. A fallacy is thus introduced. 
Morris (1951) showed clearly that the incidence of 
coronary thrombosis does not parallel the incidence of 
atheroma, nor does the ultracentrifugal pattern of the 
lipoproteins during life correlate with the degree of 
atheromatous change found post mortem (Chapman et al. 
1956, Paterson et al. 1956). An attempt to relate serum- 











Fig. 4—Zone electrophoretic patterns before and after solvent treat- 
ment. 

(1) Untreated plasma, (2) Same plasma as 1 after chloro- 
form extraction. (3) Untreated plasma. (4) Same plasma as 3 
after ether extraction. (5) Untreated plasma. (6) Same plasma 
as 5 after petroleum ether extraction. 
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hete- lipoprotein levels to sthaveme has ‘been made in 
several centres in the United States, but the majority 
conclusion is that study of these levels by ultracentrifugal 
methods has no diagnostic value in relation to the presence 
of atheroma (Page 1957). 

Thus, though there is good evidence of disturbance of 
beta-lipoprotein (elevation of level, raised cholesterol 
content) in people who have had a coronary thrombosis 
(Oliver and Boyd 1953, 1955), there is inadequate evidence 
of such disturbances in people with atheroma. These 
disturbances of the beta-lipoprotein are, we suggest, 
inhibitory to fibrinolysis and thus favour thrombotic 
episodes. 

Fibrinolysis helps to remove fibrin encrustations 
occurring normally throughout life (Mole 1948, Astrup 
1956) ; and, as we have shown, fibrinolysis may be inhib- 
ited by beta-lipoprotein. The degree of inhibition 
depends on the composition of the beta-lipoprotein, 
which in turn depends on the type of fat ingested. The 
normal mechanism for the breakdown of beta-lipoprotein 
and chylomicra is probably a lipoprotein lipase system 
(‘‘ clearing mechanism ’’), as suggested by Korn (1955) 
and by Robinson et al. (1954). Clearing is inhibited when 
there is an accumulation of cholesterol-containing residues 
in the blood, or an excess of cholesterol bound in lipo- 
protein form (French et al. 1955). In these circumstances 
the removal of beta-lipoprotein is inhibited and hence 
fibrinolysis is inhibited. 


Summary 

Further studies are reported on the effect of feeding 
various types of fat on in-vitro fibrinolysis, and on the 
effects of removing lipids from plasma with fat solvents 
at low temperatures. 

These studies provide indirect evidence that the 
inhibitory factor in lipemic plasma is the beta-lipoprotein 
and that its composition is of greater significance than 
its ‘‘ quantity.’’ This is further suggested by the fact 
that plasmas lipemic from different types of fat differ in 
their fibrinolytic activity after removal of lipid from them 
by solvents. 

The implication of these findings is discussed in relation 
to the «etiology of coronary thrombosis, and a working 
hypothesis outlined based on a postulated interaction of 
the fibrinolytic mechanism of the blood, the lipid- 
clearing system of the blood, the beta-lipoproteins, and 
the effects of dietary fat on the composition of the beta- 
lipoproteins. 

We wish to thank Mr. M. Ulrich for photographs, and 
Mr. A. K. Lorimer for some of the lipid studies. Acknowledg- 
ment is also due to Prof. E. H. Cluver, director of this Institute, 
for facilities for this work. 
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Recent work has indicated that in the muscles of 
patients with progressive muscular atrophy the sodium 
level is high and the potassium level low. Fenn and 
Goettsch (1937) found this to be so in the skeletal muscle 
of animals with experimentally induced muscular dys- 
trophy, and HorvAth et al. (1955) in the skeletal muscle 
of patients. 

Using radioactive potassium dilution techniques, 
Blahd ‘et al. (1953) showed that the total amount of 
exchangeable body-potassium is decreased in muscular 
dystrophy, not only in well-developed cases but also 
when the muscular disability is slight. Shy et al. (1955) 
confirmed this finding and determined the rate of turn- 
over of potassium by the muscle estimating at the same 
time the total amount of exchangeable potassium in the 
body. Their results revealed that, despite a low muscle- 
potassium level and a decreased total amount of exchange- 
able potassium in the body, the rate of turnover of 
potassium by the muscle was normal. 

We have used the method of neutron activation of 
small samples of tissue (Williams et al. 1955, Reiffel 
and Stone 1957) to determine electrolyte levels in normal, 
dystrophic, and other pathological muscle. This method 
involves the bombardment of small tissue samples with 
slow neutrons so as to render radioactive the elements 
contained in the sample. Analysis depends on the differ- 
ent energies of the gamma rays and beta particles 
emitted from the isotopes and on their different rates of 
decay. Table 1 shows that beta emissions resulting from 
the decay of potassium have higher energy than those 
from either sodium or phosphorus ; hence the potassium 
level may be measured by counting only those beta 
particles with energy greater than 1-7 Mev. Similarly, 
the 2-75-Mev gamma emission from sodium is a con- 
venient measure of this element. Phosphorus is deter- 
mined differently: its half-life being considerably 
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greater than either of the t two other elements, at the end 
of about eight days the radioactivity of the sample will 
be due to its phosphorus level. 

The emissions from the activation of calcium, magne- 
sium, iron, and chloride from small samples of skeletal 
muscle are insufficient for the estimation of these ions. 


Material and Methods 

26 samples of skeletal muscle were obtained from 
23 patients. 

Group I consisted of 9 samples from 6 patients in whom 
there Was no evidence of any muscular disorder on either 
clinical or histological grounds. 

Group II comprised 10 samples removed from patients with 
progressive muscular dystrophy of the pseudohypertrophic 
type, diagnosed by the typical clinical and histological features. 

Group III was a miscellaneous collection of samples from 
single cases of thyrotoxic myopathy, myotonia congenita, 
dystrophia myotonica, polyneuritis associated with non- 
tropical sprue, poliomyelitis, myopathy of undetermined 
nature, and chronic polymyositis. 


All the samples were obtained by biopsy from the 
deltoid or the gastrocnemius muscles. Local anesthesia 


TABLE I-——-RADIATION ENERGIES FOR NA, K, AND P 





’ ; Gamma 
Element | Isotope Half-life | Beta gmissions emissions 
} (Mev) 
K “K 12-5 hr. oon as) 15 
Na “Na° | 15-0 hr. 1-4 4:37 
P ssp 14-3 days 1-7 None 


(2% procaine) was used in obtaining all the specimens 
except in two cases in which the samples (D3, A7, A8) 
were taken from the pectoralis major during an operation 
under general anesthesia. Care was taken to avoid 
infiltration of the muscle with the local-anesthetic agent. 
Immediately after removal the sample was dissected 
free from gross fat and fibrous tissue and divided into 
three parts : 

The first part, put aside for neutron activation, was 
handled with acid-washed instruments, and great care was 
taken to avoid contamination with sweat or other material 
liable to distort the readings of electrolyte levels. After 
weighing, these samples were dried to constant weight, 
transferred to screw-topped graphite containers, and delivered 
to the Armour Research Foundation for neutron activation. 

The second part was placed in a sealed glass container and 
stored in a refrigerator at —30°C before the determination of 
its non-collagen-nitrogen (N.c.N.) level. 

The third part was examined histologically after suitable 
fixation. 


The sodium, potassium, and phosphorus levels of the 
samples were determined by neutron activation (Reiffel 
and Stone 1957), being expressed as m.eq. per 1000 g. of 
dry weight. The N.c.N. was measured by the method 
described by Lilienthal et al. (1950) and the levels were 
expressed as g. per 100 g. of fresh tissue. The dry weight 
of the samples was determined after dehydration in an 
oven at 100°C for about twenty hours. 


Results 
The results of these analyses are set out in table 1. 


Non-collagen Nitrogen.—In group 1 the n.c.Nn. level averaged 
3-5 g. per 100 g. of wet tissue, with a standard error of the 
mean of -- 0-93; in group 1 2-3 g. per 100g. (S.E. +0-44); and 
in group 111 5-7 g. per 100 g. (S.E. + 1-59). 


Sodiwm.—In group I the mean sodium level was 1:30 m.eq. ° 


per g. of n.c.n. (S.E. +0-13); in group m 3-43 m.eq. per g. 
(S.E. +0-79); and in group m1 3-72 m.eq. per g. (S.E. 
+1-35). 

Potassium.—-In Group 1 the mean potassium level was 
4-27 m.eq. per’g. of N.o.N. (S.E. +0-13) ; in group 1 2-27 m.eq. 
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Potas- Phos- 


ationtc A Potas- Phos- ee + a8 
Sample Patient’s Dry roy Sodium | ‘sium | phorus | N- naa Sodium ‘sium __ phorus 
no. Diagnosis wt. “ f YP pe 
Sex Age (mg.) wt. 100 g. 
wes | (yr) ratio M.eq. per kg. dry wt. | wet wt.) M.eq. per g. N.C.N. 
Group I: 
D1 M 26 Rheumatoid arthritis 6-8 4-80 84-4 367-0 410-6 2-25 0-78 3°40 3°80 
D3 M 45 Melanotic sarcoma 78 2-88 87-9 392-0 379-9 2-90 1-05 4°69 4°55 
D6 F 35 Carcinoma mammse 4°83 2-81 139-6 345-2 283-0 | 2-70 1-84 4-55 3°73 
A5Y F 61 2-4 2-93 134-4 339-2 i 2-62 1-75 4:42 ‘ 
A6 a "7 2-4 = 95-3 339-2 “se 1-24 4-42 
AT F 64 3-0 4-00 84-8 413-8 2-41 0-88 4-29 
A8 - , 1-9 ep 94-8 390-6 0-98 4-05 
Al F | 38 1-7 1-15 | 132-2 408-6 8-10 1-42 4-40 
A2 a 2-1 aie 164-4 388-1 v 1:77 4-17 #9 
Mean 3-6 3-1 113-1 376-0 357-8 3°5 1-30 4-27 4-03 
S.E. | ~ ‘a és +0-93 0-13 *+0°13 +0°35 
Group IT: 
B2 M 8 Progressive muscular dystrophy 79 2-28 160-1 244-7 125-3 2-46 2-85 4°36 2-23 
B3 M 7 o »» » 5-1 3-00 245-8 341-8 290-6 2-34 3-50 4°87 4-14 
B6 M 8 pat » - 5°3 2-52 156-6 569-3 437°3 5-30 1-17 4-26 3°27 
C2 M 6 7 00 9-5 3°85 481-8 218-5 350-9 3-56 1-33 | 1-59 2-56 
C5 M 9 . ~ - 6-9 5°54 279-3 148-6 329-4 2-31 2:18 | 1:16 2-57 
C6 M 25 can ‘a 5-6 4-03 169-2 62-4 305-7 0-62 6-77 | 2-50 <2 
C7 M 29 - 6-3 2-88 37°8 9-9 66-1 0-79 1-66 0-44 2-91 
C8 M 10 a 15°5 3-05 307-6 11-7 118-3 1-13 8-92 0-34 3°43 
C10 M 7 - * 14-7 3°15 | 276-2 165-3 303-9 2-54 3-45 2-07 3°80 
Cll } 9 > . * 11-6 1-99 96-6 44-2 95-7 1-98 2-45 1-12 2-43 
Mean 8-8 8- 191-1 181-6 252-3 2-30 3-43°* 2-27° 3-04 
S.E. ne ‘ es a se +0°-44 £0-79 + 0-53 +0-22 
Group III: ° 
Bl M 12 Myopathy of unknown origin 3-7 2-49 60-5 122-1 298-1 9-10 0-27 0-54 1-32 
B4 M 51. Thyrotoxic myopathy | 10-8 2-17 97-4 260-3 227-4 1-87 2-40 6-41 5-60 
B5 M 11 Myotonia congenita 3-4 1-09 183-6 178-6 148-5 3°70 4°55 4°43 3-68 
B7 M 40 Dystrophia myotonica 74 3-20 114-0 301-7 297°5 9-98 0-36 0-95 0-93 
cl F | 59  Myopathy of late onset 9-6 1-19 | 218-8 145-2 231-4 2-27 8-10 5°38 8-57 
C3 M § 63. Sprue with polyneuritis 16-1 1:31 | 216-6 340-0 401-4 11-30 1-46 2-05 2-71 
cg F | 38 Poliomyelitis 3-4 2-30 | 509-0 429-2 939-6 1:73 , 8-92 7-52 16°46 
Mean 7°8 21 200-0 248-7 363-4 5-71 3: 3-90 5-61 
S.E - ep 2 +1-59 +1-35 £1-01 +2-06 


* These values were significantly different from the normals (p/0-001). . 


per g. (S.E. +0-53); and in group m1 3-90 m.eq. per g. 
(S.E. +1-01). 

Phosphorus.—The phosphorus levels were determined for 
only three samples in group 1, giving a mean value of 4-03 
m.eq. per g. of N.c.N. In group 1 the value was 3-04 m.eq. 
per g. (S.E. +0-22), and in group 1 5-61 m.eq. per g. (S.E. 
+2-06). 

Discussion 

The significance of biochemical values in muscle or 
other biological tissue depends on the selection of a 
satisfactory reference standard. The wide variation in 
amounts of fat, water, and collagen in pathological tissue 
invalidates the use of such criteria as wet and dry weight 
of tissue. Instead fat-free weight (Hastings and Eichel- 
berger 1937), myosin (Hoagland 1946), N.c.n. (Baldwin 
et al. 1952), and-intracellular fluid (Horvath et al. 1955) 
have been used. In the present investigation we used 
N.C.N., Which is representative of protoplasmic cell mass 
(Lilienthal et al. 1950). 

In group I (healthy persons) the Nn.c.N. level varied 
little, except for one sample with a high value presumably 
related to the degree of hydration. Apart from this 
sample the average N.C.N. level in group I was 2-6 g. 
per 100 g. of wet tissue, which value compares well with 
2-7 g. reported by Baldwin et al. (1952). Our average 
value for potassium in normal muscle was 4:27 m.eq. 
per g. of N.C.N., compared with 3-5 m.eq. reported by 
Baldwin et al. (1952), and our value of 108 m.eq. of 
potassium per kg. of fresh muscle is greater than that 
reported by Talso et al. (1953)—94 (+5-9) m.eq. per kg. 
As has been noted by other workers, the values for 
sodium ranged widely, presumably because of the great 
variation in the amounts of extracellular fluid, with its 
high sodium content, in the samples. Our mean value of 
59-3 mg. of phosphorus per g. of N.c.N. in normal muscle 
compares favourably with that of 65 mg. reported by 
Baldwin et al. (1952). 

Table 11 shows that the n.c.Nn. level in pathological 
muscle varies widely, such variation being much less 
evident in normal muscle. Despite this, statistical 
analysis of our data indicates that dystrophic muscle 


S.E., standard error of mean. 

contains significantly less potassium than the normal. 
To a similar degree of significance its sodium content is 
greater. The phosphorus content of the samples of 
dystrophic muscle did not differ significantly from the 
values reported by Baldwin et al. (1952) and those 
found in group 1. The significance of the wide variation 
in N.C.N. and electrolyte levels in group m1 has not been 
satisfactorily explained. 

There is no significant difference m the degree of 
hydration assessed by the mean wet/dry ratios. The 
average size of the samples used for electrolyte analysis 
was smaller in the healthy group, and this may reflect 
a less significant error introduced by extracellular fluid. 
In fact this variation among the pathological samples 
was not considered surprising in view of the different quan- 
tities of fat and fibrous tissue seen on histological section. 

In three samples (B2, B3, and B6) in the dystrophic 
group the values for potassium. were similar to those in 
the normal group and in fact greater than the mean 
normals. High values for potassium were also found in 
the samples taken from patients with thyrotoxic myo- 
pathy, myotonia congenita, the myopathy of late onset, 
and poliomyelitis. We tried to correlate the potassium 
levels with histological appearances and clinical impres- 
sion of the severity of disease. In general, the correlation 
was not good, but in two brothers there appeared to be 
a relationship between clinical and histological severity 
and intracellular potassium : 

Sample C7, which came from a man who had had the 
disease for ten years, showed on histological’ section much 
infiltration with fat and fibrous tissue. In this patient the 
potassium level in skeletal muscle was 0-44 m.eq. per 100 g. 
of n.c.N. His brother, who provided sample C6, had had 
muscular dystrophy for five years and showed less severe 
histological changes and had a potassium level of 2-50 m.eq. 


per 100 g. 

On the other hand, sample B2 came from a severe case of 
pseudohypertrophic muscular dystrophy of four years’ 
duration with well-developed histological changes and a 
normal potassium level, whereas sample Cll came from 
a patient of similar age who had disease of similar clinical 
severity and a low potassium level of 1-12 m.eq. per 100 g. 
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That potassium plays an important part in muscle 
metabolism is evident from both experimental and 
clinical observation (Boyer et al. 1942, 1943). Cannon 
et al. (1952), from nutritional studies, suggested that 
potassium is essential for the synthesis of protein, whereas 
Fenn (1940) observed a fall in the potassium levels of 
tissue pari passu with disintegration of protoplasm. 

The question merits consideration whether there is a 
primary defect of potassium metabolism or a secondary 
leakage of potassium from the damaged cell. The latter 
seems most probable for the following reasons : 


(1) The serum-potassium levels in the present cases were 
normal, indicating an adequacy of supply. 

(2) Histological changes similar to those found in experi- 
mental potassium deficiency might be expected if the disease 
were due to a defect of potassium supply or storage. Such 
changes have not been observed. 

(3) Changes in muscle electrolyte levels may well be due to 
damage to muscle protein. 


’ 


Ling’s (1955) ‘* fixed charge ’ hypothesis would explain 
the alteration in electrolyte levels : he maintains that the 
intracellular accumulation of potassium may be deter- 
mined by the molecular structure of muscle protein and 
by an active process bound up with the level of adenosine 
triphosphate in the muscle. Distortion of the normal 
architectural configuration of the proteins in the muscle 
‘*membrane ’’ thus might produce such changes in the 
intracellular levels of sodium and potassium in two ways : 
(1) entry of potassium into the cell might be impeded, 
and sodium might take its place ; or (2) potassium might 
leak out of the cell. Leakage of potassium is supported 
by the finding of raised levels of serum-aldolase and 
serum-transaminase in these patients, suggesting a 
release of these enzymes from the muscle into the extra- 
cellular space. 

Summary 

Using the method of neutron activation, samples of 
skeletal muscle from patients with progressive muscular 
dystrophy, miscellaneous muscular disorders, and from 
healthy people were analysed for sodium, potassium, and 
phosphorus. 

The levels of potassium referred to in the non-collagen 
nitrogen of the tissue were significantly lower in the 
dystrophic group than in the normals. 

Sodium levels were higher in the dystrophics to a 
similar degree of significance. 

Our thanks are due to Miss Dolores Rix for estimating the 
non-collagen nitrogen, and to the members of the medical and 
surgical staff at the Presbyterian Hospital, Chicago, Research 
and Education Hospital, and Cook County Hospital, who 
allowed us to study their patients. 
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PAROXYSMAL nocturnal hemoglobinuria (P.N.H.) or 
Marchiafava-Micheli syndrome is a chronic hemolytic 
anemia characterised clinically by hemoglobinzemia, 
hemoglobinuria, and hzemosiderinuria, with exacerba- 
tions during sleep. The hemolytic process has been shown 
to be due to an acquired defect of the red blood-cells, 
which appear abnormally susceptible to hemolysis in 
their own or homologous serum (Crosby and Dameshek 
1950, Ham 1952, Dacie 1954, Dameshek and Fudenberg 
1957). 

Matthes et al. (1951) examined by electron microscopy 
the red blood-cells of a patient with P.N.H. and noticed a 
morphological abnormality consisting in a patchy appear- 
ance and many clefts indicating a particular membrane 
fragility. Braunsteiner et al. (1956) were able to confirm 
these findings. We, too, investigated by electron-micro- 
scopy the appearance of the red blood-cells in P.N.H. and 
our results agreed with theirs. 


Case-report 

A farmer, aged 32, was admitted to our clinic in January, 
1957, complaining of sharp abdominal pain, fever of four days’ 
duration, and “ bloody ”’ urine. 

Five years before admission he had noted the gradual onset 
of weakness with exacerbations at intervals of two to ten 
months ; most of the attacks were associated with pain in the 
right lower quadrant of the abdomen, fever and red-brown 
urine. Because of the persistent severe anemia he was given 
many transfusions and small amounts of cortisone. The past 
history included a laparotomy for ‘‘ appendicitis.”’ 

He was pale, with icteric sclere, pitting oedema of the legs, 
exertional dyspnoea, and a loud apical systolic murmur. The 
liver was firm but normal in size ; the spleen extended 4 cm. 
below the left costal margin. 


Laboratory Results 

Hemoglobin 7 g. per 100 ml. Red blood-cells 1-8 per c.mm., 
White blood-cells 4000 per c.mm., with a normal differential 
count. Reticulocytes 8-3%. Bone-marrow: hzmocytoblasts 
2%, myeloblasts 1%, neutrophilic promyelocytes 5%, eosino- 
philic promyelocytes 1%, neutrophilic myelocytes 8%, eosino- 
philic myelocytes 2%, neutrophilic metamyelocytes 15%, 
eosinophilic metamyelocytes 1%, plasma-cells 1%, proerythro- 
blasts 1%, basophilic erythroblasts 4%, polychromatophilic 
erythroblasts 27%, orthochromatic erythroblasts 32%. Blood- 
group A, Rh —ve. Direct and indirect Coombs test, negative. 
Donath-Landsteiner test, negative. Cold-agglutinin test, nega- 
tive. Ham test, positive. Crosby test, positive. Hegglin-Meier 
test, positive. 

Urine : brown and cloudy, darker in the early morning than 
later in the day, benzidine-positive ; protein reaction, nega- 
tive. The sediment contained some granular casts and was 
loaded with hemosiderin ; spectroscopic examinations for 
porphyrin on direct and indirect specimens (ether extract) 
were negative. 

Blood Takata-Ara test, negative. Cephalin-flocculation test, 
3 plus. Urine urobilinogen, positive to a dilution of 1 : 50. 
Total serum-bilirubin 3 mg. per 100 ml. Fecal urobilinogen 
over 250 mg. per twenty-four hours. 


Clinical Course 

While in hospital the patient had two episodes of severe 
abdominal pain with fever and passage of dark-brown urine, 
which on chemical and spectroscopic examination was positive 
for hemoglobin, urobilinogen, and hzemosiderin ; the sediment 
had a powdepy appearance and red blood-cells were absent. 
The hemolytic crisis usually began at night and lasted from 
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one to two weeks. Prednisolone 
(30 mg. daily for five days) had 
no beneficial effect on the hemo- 
globinuria and failed to raise the 
hemoglobin level. Washed red-cell 
transfusions (200-300 ml.) were 
administered without reactions. 


Electron-microscopic Findings 

Investigations were made during 
attacks and following remissions ; 
in both instances the red blood-cells 
of the patient were compared with 
normal red cells obtained from a man 
aged 24. 

The method was that described 
by Matthes et al. Samples of blood 
were obtained from the cubital vein 
and hemolysed (1 part in 30 parts 
of distilled water) for three min- 
utes ; they were fixed by adding 1 
part of a 1% solution of osmium 
tetroxide to 3 parts of fluid. 


Fig. 1 shows normal red cells with a delicate, smooth, and 


slightly granular stroma. 


Fig. 2 shows the p.N.H. red cells during a hemolytic crisis ; the 
stroma appears patchy as if a coarse precipitation had occuured. 





Fig. 2—Electron-microscopic appearance of P.N.H. erythrocytes during an acute hemolytic crisis (a, 


Fig. 3 shows the P.N.#; red cells during a remission of the 
hemolytic process; the granular appearance is almost gone 
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Fig. |—Electron-microscopic appearance of normal erythrocytes after hemolysis in distilled water 


b, x 10,000). 


and areas of essentially normal aspect are evident. 


Discussion 


In past years, considerable efforts have been made to 


elucidate the mechanism of hemolysis in P.N.H. 


According 
to Crosby 
(1953a), the 
condition is 
caused by the 
interaction of 
two separate 
hemolysins, 
and the action 
of these is op- 
posed by two 
inhibitors ; 
one of the in- 
hibitors is early 
destroyed by 
thrombin in 
vitro, the ab- 
sence of this Se 
inhibitor then le 
resulting in 
markedly _in- 








and fixati by 





creased hzmolysis of P.N.H. cells. 


the p.N.H.-cells requires properdir 


tetroxide (x 10,000). 


Hinz et al. (1956) said that, in vitro, the hemolysis of 


1, complement, and 


magnesium—the components of the properdin system. 


No known antibody 
is essential for hamo- 
lysis of P.N,H. cells ; 
it is the only hemo- 
lytic system known 
to require properdir. 


The abnormality 
therefore seems to 
consist in an intra- 
corpuscular erythro- 
cytic defect, but its 
nature has not as yet 
been clarified. 

There is no demon- 
strable relation to the 
hemolytic system of 
osmegtic or mechanical 
fragilities (Kellermeyer 
1956). The lesion was 
supposed by Crosby 
(1953b) to be meta- 
bolic rather than struc- 


tural—perhaps a disorder of the enzymatic systems which 
preserve or renew the red cell’s stroma. Dacie (1949) pointed 


out that the unusual susceptibility of the red cells to a lytic 
factor present in normal and pathological serum would 
probably be due to a lesion of the cell-membrane. 


To Matthes et al. (1951), electron microscopy provided a 


means of discerning a basic abnormality in the red cell’s struc- 


b 
Fig. 3—Electron-microscopic appearance of P.N.H. erythrocytes during an interval between two crises (a, x 8000;b, x 10,000). 
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ture. Besides some membranes presenting the usual alterations 
induced in normal red cells by hemolysis (at the time of exami- 
nation the blood of the P.N.#. patient contained transfused 
cells) they observed other membranes with spots, irregular 
thickenings, and cavities due to shrinkage. Further investiga- 
tions were made by Matthes et al. using P.N.H. and normal 
red cells treated with oxygen or CO, (first at room-temperature, 
then at 37°C for an hour) and fixed with osmium tetroxide ; 
no water hemolysis was provoked. There were more altered 
red cells in the specimens treated with CO, ; their proportion 
rose after incubation. 

Braunsteiner et al. (1956) found the same abnormality in 
60-70% of p.n.H. red cells. The difference between the smooth 
aspect of normal erythrocytes and the coarsely granular 
feature of P.N.u. cells led them to believe that there had been a 
precipitation ; they supposed that the basic erythrocytic 
defect consisted in the lack of an enzyme or in the presence of 
an abnormal stroma-substance which enhanced the precipita- 
tion of the matrix. They also said that the ‘‘ stramonium 
figures ’’ are pathognomonic of P.N.H., since they are never 
observed in other hemolytic anzemias. 

Our findings with the electron microscope were identical 
—a characteristic granularity of the red cells, most 
evident during the hemolytic crisis, suggesting a direct 
relationship with the hzmolytic process. 

At present, it is hard to explain the meaning of the 
abnormal appearance. Since the importance of the 
properdin system in promoting the hemolysis of P.N.H. 
cells has been established, it seems possible that : 

1. The &.n.u. cells are particularly susceptible to hemolysis 
because of a peculiar fragility of their membrane. 

2. The serum content of the “lytic factor’’ may rise 
periodically, playing an important réle in the pathogenesis of 
the hzmolytic crisis. 

3. The abnormal appearance of P.N.H. erythrocytes on 
electron microscopy may reflect cellular damage resulting from 
an- interaction between the properdin system and _ the 
cytoplasmatic stroma. 

Summary 

Electron microscopy was applied to the study of red 
blood-cells in P.N.H. after hemolysis with distilled water 
and fixation by osmium tetroxide. 

The findings of Matthes et al. (1951) and of Braunsteiner 
et al. (1956) were confirmed. The cells appeared patchy 
and granular, especially during hemolytic crisis. 

The possible significance of such morphoiogic changes 
is briefly discussed. 

We wish to thank Prof. G. Di Guglielmo and Prof. T. 
Lucherini for encouragement and advice. We are greatly 
indebted to Prof. G. C. Trabacchi of the Superior Institute of 
Fiealth for technical assistance. 
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“The problem of reducing, so far as can be justified, the 
differences in prescribing between areas is difficult to solve, 
but fundamentally important. ... The average frequency of 
prescription per patient we know is, to some extent, correlated 
with morbidity ; nevertheless, when this has been allowed for, 
a great deal of the variation between areas has still to be 
explained. The differences in the average total cost per 
prescription are closely related to the social class composition 
of towns, and some of them may not be entirely due to 
differences in the quality of medical care available. In any 
case, if the quality of medical care were the determining 
factor the correlation with social class would be wholly 
deplorable. Either way it would seem that more intensive 
research would contribute knowledge valuable in itself, and 
possibly of use in the framing of an administrative policy 
directed at reducing some of these anomalies.’’—J. P. Martin, 
Social Aspects of Prescribing. London, 1957; p. 114. 
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INADEQUACY OF GENERAL ANASTHESIA 
FOR ABDOMINAL OPERATIONS 
A POSSIBLE SOLUTION 


R. E. Loprer 
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CONSULTANT ANASSTHETIST, PETERBOROUGH MEMORIAL 
HOSPITAL, NORTHANTS 


THe aim of general anesthesia in major abdominal 
surgery is to produce an unconscious patient who will 
sustain no shock from the operation and no harm from 
the anesthetic agent. All surgeons and anesthetists 
recognise the importance of adequate preoperative pre- 
paration and of replacing blood and fluids as they are 
lost, but for the protection of the patient from the 
immediate trauma of the operation they look to the 
anesthetic itself. Light general anesthesia is known to 
be inadequate, while deep anzsthesia, although possibly 
preventing shock, so depresses the whole patient that the 
very old and the very ill sometimes fail to recover. With 
the modern technique of light general anesthesia com- 
bined with relaxants it is hoped that surgical shock and 
general depression of the patient will both be avoided. 
Unfortunately, although this ideal has been realised in 
many types of operations, it has not been achieved in 
major abdominal surgery. 


Reactions Observed 


Even in relatively fit patients three untoward effects 
have been observed : 

Sudden hypotension.—When traction is exerted on abdomi- 
nal viscera, sudden hypotension, with alarming pallor and 
usually a slow pulse-rate, may develop. This reaction is 
relatively rare ; but, except that it seems to occur more often 
in the younger patients, it appears to be unpredictable. 

Pallor and sweating.—During the operation, although the 
pulse-rate and the blood-pressure remain unchanged, pallor 
and sweating are observed. This reaction is relatively common 
and may persist for twelve hours or more after operation. 

Mental exhaustion.—Most patients after a major abdominal 
operation, although waking up early as expected, do not 
cerebrate normally for up to twelve hours, answering questions 
slowly and showing every sign of mental exhaustion, 


If the sudden hypotension is correctly treated (Gillies 
1956), both this and the two other reactions are not 
dangerous, and most patients are very well next day. 
However, if a proportion of reasonably fit patients 
cannot be kept normal during and immediately after 
routine major abdominal operations, similar operations 
necessarily done on very ill patients cannot be embarked 
on with any great degree of confidence. 


A Possible Explanation 


The sudden hypotension and the pallor and sweating 
are consistent with excessive autonomic stimulation. 
The mental exhaustion may be explained by the long- 
continned and severe barrage of stimuli by the autonomic 
nerves on the cerebral cortex ; for it is now recognised 
that there is ‘“‘ overlapping and close integration of 
somatic, autonomic, and other cortical areas’ (Mitchell 
1953). As these reactions do not occur in extra-abdominal 
operations of similar severity, it is reasonable to assume 
that the anesthetic and relaxant drugs protect the patient 
from the stimulation of the somatic nerves but do 
not prevent the effect of stimulation of the autonomic 
nerves which are so liberally supplied to the abdominal 
contents. 

I therefore decided to investigate the possibility, for 
major abdominal operations, of giving a modern anzs- 
thetic and, ip addition, of blocking the autonomic nerves 
as near as possible to the viscera concerned by means of 
local anssthesia. 
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Investigation 


The three commonest types of major intra-abdominal 
operations—total hysterectomy with bilateral salpingo- 
odphorectomy, operations on the gall-bladder and bile- 
duct, and partial gastrectomy—were chosen for study. 


Routine 

General ancsthesia.—Anesthesia was induced with 
pethidine hydrochloride 20-30 mg., tubocurarine 25 mg., 
and thiopentone 125-350 mg., and maintained by endo- 
tracheal nitrous oxide-oxygen (6 litres/2 litres per min.) 
with circle-type CO, absorption. Intermittent positive- 
pressure artificial respiration was used throughout the 
operation, and further doses of tubocurarine were given 
as required. A blood-transfusion was given routinely, 
1000 ml. for partial gastrectomies and 500 ml. for 
cholecystectomies and hysterectomies. 

Local anesthesia.—For hysterectomies the anzsthetist 
blocked the pelvic parasympathetic nerves by a low 
caudal block with 15 ml. of 1% lignocaine. The gynzco- 
logical surgeon blocked the uterine and cervical sym- 
pathetic sensory nerves, after opening the abdomen, by 
anzsthetising the hypogastric plexus, as it runs beneath 
the ,posterior peritoneum over the first sacral vertebral 
body, with 10 ml. of 1% lignocaine. In addition he placed 
5 ml. of 1% lignocaine in each infundibulo-pelvic ligament 
in case the ovarian sympathetic nerves joined the 
hypogastric plexus above the level of the first sacral 
vertebra. 

For partial gastrectomy and operations on the gall- 
bladder and bile-ducts, the anzsthetist prevented sym- 
a stimulation by means of a posterior splanchnic 

lock (Kappis’s method). 30 ml. of 1% lignocaine or 
60 ml. of 0-5% lignocaine was injected on the right side 
only. A vagal block was not at first attempted and was 
found to be unnecessary for gall-bladder and bile-duct 
operations, but, after 17 partial gastrectomies had been 
done, for the rest of these operations a vagal block was 
used (see below). The surgeon injected 10-15 ml. of 
1% lignocaine to the right of the cesophago-gastric 
junction, whence it spread anteriorly and posteriorly to 
anezsthetise both vagi (Dodd 1946). 

All these local anesthetic solutions contained 1 : 200,000 
adrenaline hydrochloride and hyaluronidase. 


Observations Made 

At the beginning of, at short intervals during, and at 
the end of the operation the pulse-rate, the systolic blood- 
pressure, and the colour and dryness of the skin were 
observed. The patients were seen at one and six hours 
postoperatively, and their colour, dryness of skin, mental 
acuity, and general condition were recorded. 


Results 


There were 100 operations—40 total hysterectomies, 
32 gall-bladder and bile-duct operations, and 28 partial 
gastrectomies. 

The patients were unselected, being consecutive cases 
undergoing these three operations and given anesthetics 
by the one anesthetist. In 2 total hysterectomies it was 
impossible to insert the caudal needle; so these were 
excluded. 

Cases were described as satisfactory when the patient 
had undergone no change in condition during operation, 
except a fall of blood-pressure unrelated to surgical 
procedures when a splanchnic block had been done, and 
had been awake, actively cerebrating, pink, and with a 
dry skin both at one hour and at six hours postopera- 
tively. Also described as satisfactory, but under a 
separate heading, were cases in which a temporary change 
had been due to some obvious correctable cause, such as 
hemorrhage. Cases were described as unsatisfactory 
when changes had taken place which were either unex- 
plained or due to known failure of local autonomic 
anesthesia. “ 

Total Hysterectomies 

There were 40 patients aged 35-76. The clinical con- 

ditions for which the operations were done included 
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carcinoma corpus uteri (5 cases), sarcoma of uterus (1 
case), and fibroids with symptoms (22 cases). 

The results were satisfactory in 38 (no change during 
and after operation in 30, and a temporary change 
alone in 8) and unsatisfactory in 2. 


The temporary changes were as follows : 


In 3 cases there was facial pallor during operation, due to 
sudden blood-loss. There was no change in blood-pressure, 
and the face quickly became pink again when blood was 
replaced. 

In 2 cases, although no change was seen postoperatively, 
the blood-pressure fell slowly for twenty and twenty-five 
minutes from the moment the caudal injection was made. 
The falls in blood-pressure, unrelated to the surgical man- 
ceuvres, were 30 and 50 mm. Hg systolic and had risen 
to normal by the end of the operation. It is considered 
that spinal anesthesia may inadvertently have been 
induced. 

In 2 cases there was pallor at one hour postoperatively, due 
to vaginal hemorrhage in one case and to pain in the other, 
no postoperative analgesic having been given. 

1 patient was red in the face and sweating an hour 
postoperatively owing to a large mound of bed-clothes on a 
very hot summer day. 

The 2 unsatisfactory cases were : 

One patient, although fulfilling all other criteria as above, 
remained unconscious for six hours. All investigations were 
negative, and convalescence was uneventful. ; 

In the other case the attempt at caudal block was a failure. 
On withdrawal the caudal needle was seen to be so bent that 
the local solution could not have been in the right place. This 
patient became pale when the uterus was pulled on, and 
remained pale for more than six hours after operation. 
Although she could be roused, it was at least six hours before 
she actively cerebrated. 


Gall-bladder and Bile-duct Operations 


There were 32 patients aged 19-74. The operations 
were 23 cholecystectomies, 1 exploration of common 
bile-duct, 5 combined explorations and cholecystectomies, 
and 3 explorations and cholecystenterostomies. 


The results were satisfactory in 29 (no change during 
and after operation in 28, and a temporary change in 1) 
and unsatisfactory in 3. 


The case of temporary change was one of pallor at one hour 
postoperatively where no analgesic had been given and the 
patient was in great pain. 

The 3 unsatisfactory cases were all considered to be cases in 
which the attempts at splanchnic block had failed. ‘Phe 
intestines were not contracted, the blood-pressure did not 
fall, and in 2 cases the blood-pressure actually rose during 
the operation. 2 of these patients, became pale during 
operation, and | sweated profusely. All 3, although rousable, 
showed no interest in their surroundings for six hours 
postoperatively. 


Partial Gastrectomies 

There were 28 patients aged 32-66. The diagnoses 
were duodenal ulcer (16 cases), gastric ulcer (7 cases), 
duodenal and gastric ulcers (1 case), carcinoma (1 case), 
and pyloric stenosis (3 cases). 

The first 17 patients were given splanchnic block only. 
The results were satisfactory in 10 cases and unsatis- 
factory in 7. 


The unsatisfactory cases were : 


1 case of failed splanchnic block. During the operation the 
blood-pressure rose, pallor and sweating occurred, and the 
intestines were not contracted. This patient failed to wake 
up after the operation for an hour and did not actively 
cerebrate for six hours. 6 cases in which the patients sweated 
profusely while the stomach was being pulled on, with some 
degree of pallor: although the pallor quickly disappeared, 
the sweating continued postoperatively for some hours. 


The last 11 patients were given splanchnic and vagal 
blocks. The result was satisfactory in all of them. 
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None of them showed any change in condition during or 
after the operation. 


Comment 


Light general anesthesia is usually induced today with 
thiopentone and maintained with nitrous oxide and 
oxygen. Intermittent doses of an analgesic, such as 
pethidine hydrochloride, may also be given. No-one 
has suggested that these drugs have any specific pro- 
tective action against autonomic stimulation. The 
commonly used relaxants in clinical dosage have no effect 
on the autonomic nervous system, although tubocurarine 
may nearly paralyse the parasympathetic nerves (Guyton 
and Reeder 1950, Jacob and Depierre 1950, Bourne 
et al. 1952). 

The advocates of light general anesthesia with 
relaxants claim that its great advantage over previous 
methods of achieving deep general anesthesia is that the 
protective reflexes are left unimpaired, and reflex control 
of vasdmotion is still sensitive and adequate for com- 
pensatory response (Gray 1957). Compensation is con- 
sidered necessary for hemorrbage and for reflexes which 
would otherwise cause circulatory collapse. The object 
of this investigation was to leave most of the autonomic 
reflexes present to cope with any hemorrhage which 
might develop and to prevent visceral reflexes altogether 
during abdominal operations. The results show that, 
when technical success with the local anesthetic injections 
is attained, patients undergoing major abdominal 
surgery, protected by light general anesthesia with 
the relaxants and by local autonomic anesthesia, 
remain unchanged during and after operation and 
present the same picture as patients undergoing other 
major extra-abdominal operations. In the few cases 
where hemorrhage developed was 
observed. 

I do not suggest that these are the only abdominal 
operations where the autonomic nerve-supply to the 
particular viscera being operated on should be blocked ; 
nor do I think that the methods described are the only 
way of blocking them. With a knowledge of anatomy, 
anesthetists and surgeons, working together, should be 
able to avoid stimulation of the autonomic nerves in 
any abdominal operation, and I believe this should be 
attempted in every major case. 


compensation 


Summary 

Light general anesthesia with relaxants, though 
excellent for many operations, is inadequate for major 
abdominal surgery. 

Major and minor reactions have been observed both 
during and in the immediate postoperative phase. It is 
thought that they are due to stimulation of the autonomic 
nerves. 

Some form of local autonomic anesthesia, in addition 
to general anesthesia, is desirable, and a way of pro- 
viding this for three common abdominal operations is 
described. 

Results in 100 cases show the advantages of using 
this local autonomic anesthesia for major abdominal 
operations. 

I wish to thank Mr. N. Kimbell, consultant gynecologist, and 
Mr. D. W. Bracey, Mr. J. R. Thompson, and Mr. B. C. Rowlands, 
consultant surgeons, for their encouragement and for their 
part in the giving of the local anzsthetics. 
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PLANTAR DIGITAL NEUROMA 


W. D. GraHAam 
M.B. Edin., F.R.C.S., F.R.C.S.E., F.R.F.P.S. 
LATE SENIOR REGISTRAR 


C. R. JoHNsSTON 
L.R.C.P.E. 
LATE REGISTRAR 
ORTHOPEDIC DEPARTMENT, EDINBURGH ROYAL 
INFIRMARY 


WE have studied 100 cases of digital neuroma treated 
in the orthopedic department of the Royal Infirmary, 
Edinburgh, between October, 1954, and August, 1956, 
the treatment in all being digital neurectomy. 38 patients 
were men and 62 women. All specimens were examined 
histologically. 

Clinical Presentation 
Symptoms 

Every patient had generalised forefoot pain, and only 
65 had pain localised to one cleft. It has been emphasised 
that clicking, hypoesthesia, and the feeling of walking 
on a tender nodule are common symptoms, but we 
found them in only 6, 38, and 10 patients respectively. 
The important symptoms are general forefoot pain, 
pain relieved by removing the shoe (76 cases), and 
pain in one cleft shooting down into the toes (56 cases). 
Signs 

Palpation of a painful tumour or clicking were not 
common findings (12 and 6 patients respectively). 
Hypoesthesia was found in only 30 cases. The physical 
signs of importance were tenderness on pressure over the 
affected cleft, simulating the pain of which the patient 
complained (all cases) and pain, localised to one cleft, 
on side-to-side compression of the forefoot (90 cases). 
The first conclusion, therefore, is that if a patient com- 
plains of metatarsalgia and on examination is found to 
have localised tenderness in one cleft, the presumptive 
diagnosis is digital neuroma. 


Treatment 


All patients were first given conservative treatment 
for a month. This consisted in intrinsic-muscle exercises 
and the fitting of some metatarsal support. If, after 
this, symptoms persisted, the operation of digital 
neurectomy was performed. 100 patients were operated 
on, with complete cure in 92. 


Operative Technique 

It has been our practice to operate on these patients 
as outpatients. The operation is done under general 
anesthesia in a bloodless field obtained by tourniquet. 
The digital nerve can be exposed through a dorsal or 
plantar incision, and both these routes were initially 
used. We now explore the nerve through a plantar 
incision sited between the metatarsal heads. It has the 


advantage that a complete view of the nerve and its 


branches is obtained. Only skin need be sutured and 
healing is rapid. We have not seen a painful scar develop 
following this operation. The only disadvantage is that 
weight-bearing is uncomfortable and restricted until the 
sutures have been removed and the wound is healed. 
This is usually fourteen days after operation. 


The dorsal web-splitting incision has the disadvantages 
that exposure of the nerve is limited, particularly in a 
proximal direction, and the sear afterwards tends to 
produce deviation of the toes. For these reasons this 
approach has been abandoned. 


Interdigital Neuritis 

Not includei in the series but encountered over the 
same period, were 14 cases diagnosed as plantar digital 
neuromata._/ Macroscopically and microscopically the 
digital nerves showed no abnormality. Neurectomy 
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relieved 8 patients of their symptoms, but the remaining 
6 continued to have pain. 


Pathology 
Distribution 
6 neuromata were found in the first cleft, 35 in 
the second, 51 in the third, and 8 in the fourth. 
Thus any cleft may be affected, although the third 
cleft was by far the most common site. 


Naked-eye Examination 

The neuroma was a fusiform swelling at or near the 
bifurcation of the nerve. It varied in size from 0-5 to 
4 mm. in diameter. It was clearly demarcated from the 
surrounding fat and was white and glistening. On 
palpation it felt firm and nodular. 
Histology 

The nerve displays much perineural thickening, with 
active proliferation of the Schwann cells and fibroblasts. 
There is patchy destruction of the myelin sheath and 
dense fibrosis around the nerve. Regular clefts and 
cystic spaces are common. The nerve is surrounded 
by rings of dense fibrous tissue, often hyalinised, produc- 
ing compression of the nerve with atrophy of the neural 
tissue—in fact, a perineural fibrosis. Enclosed in ,the 
fibrous tissue there are also numbers of small arterioles, 
and these are noted to be thrombosed and always 
thickened, the lumen being filled with pale hyaline 
material. The thickening is most marked in the interval 
layers. 

Discussion 

The following causes have been suggested : 

1. Simple trauma to the nerve. 

2. Compression of the nerve between the metatarsal heads, 

3. Pressure on the nerve between the deep transverse 
metatarsal ligaments and the sole of the foot. 

4. Primary arteriolar degeneration with secondary degenera- 
tion of the nerve. 


The last two seem the most likely. The nerve is in close 
contact with the transverse metatarsal ligament, and is 
thus in a vulnerable position, in which it is exposed to 
minor trauma with every step taken. This trauma is 
especially increased if there is any relaxation of the fore- 
foot musculature, and it is found that nearly all sufferers 


from digital neuroma have a laxity of the transverse 
arch. In these circumstances, the nerve may become 
stretched across the ligament and brought into even 
more intimate contact with the sole. 

It is significant that degeneration of the associated 
arterioles is found in every case, and it was this finding 
that led to Nissen’s (1948) theory that the neuroma 
is essentially an ischemic lesion. 

The arterioles are found in intimate association with 
the nerve, being bound up with it in the surrounding 
fibrosis, and their constant appearance in every section 
cannot be ignored. 

Sections of digital nerves from cadavers were examined 
in fifty cases, taking a wide cross-section- of age-groups ; 
and, although the nerves were normal, arteriolar 
degeneration of the type already described was almost 
always present in those over the age of 17. 

It seems, therefore, that arteriolar degeneration 
is almost a constant feature in the adult foot, and we 
suggest that this degeneration (with its ensuing ischemia) 
may combine with the multiple minor traumata of 
walking to produce the dense perineural fibrosis which is 
probably the precursor of the true neuroma. 


Summary 


100 patients with digital neuroma were investigated 
clinically and subjected to the operation of digital 
neurectomy. The resected tissue was examined ‘histo- 
logically. The following conclusions were reached. 
(1) Digital neuroma is a common lesion which may 
arise in any cleft of the foot, and whose presence should be 
suspected in any patient with forefoot pain and localised 
cleft tenderness. (2) Resection of the lesion is a satis- 
factory treatment. (3) The pathological features are those 
of perineural fibrosis and arteriolar degeneration. (4) 
The condition is the result of ischemia and trauma, 
in combination. 

Dr. Andrew Macfarlane, of the department of pathology, 
Edinburgh University, was responsible for the histological 
examination of the tissues and contributed the section on 
the appearances of the neuromata. 
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Preliminary Communications 


TROPICAL EOSINOPHILIA 
HEPATIC LESIONS RELATED TO PRESENCE OF 
NEMATODE LARV 


SrncE 1940, when Frimodt-Méller and Barton! gave 
the first account of a significant number of cases of 
tropical eosinophilia, the cause of this syndrome, as it 
occurs in India and other parts of Asia, has remained 
unknown. Allergy and various types of infection, either 
virus, filarial, or with mites,?-* have been postulated but 
without convincing evidence. 

The migration of certain larval helminths through the 
lungs has been shown to be the cause of many examples 
of the closely related Loeffler’s syndrome,’ but this 
diagnosis is generally reserved for illnesses of much 
shorter duration, Loeffler’s syndrome and_ tropical 
eosinophilia being regarded as distinct entities. 

The demonstration in 1951 by Beaver and his col- 
leagues * that invasion of internal organs by the larve 
of animal ascarids, Towocara canis and T. catis, was 


1. Frimodt-Méller, C., Barton, R. M. Indian med. Gaz. 1940, 
75, 607. 

. Ball, J. D., Treu, R. Trans. R. Soc. trop. Med. Hyg. 1950, 44, 237. 

Cyn, H. F., D’Abrera, V. St. E. Indian med. Gaz. 1946, 
1, 284. 

Malhotra, S. L. Ibid, 1949, 84, 292. 

Wise, H. S. Med. surg. J. 1949, 101, 576. 

Beaver, P. C., Snyder, C. H., Carrera, G. M., Dent, J. H., Lafferty, 

J. W. Pediatrics, 1952, 9, 7. 
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the cause of hepatomegaly, pulmonary infiltration, and 
chronic eosinophilia in children in New Orleans (‘‘ visceral 
larva migrans’’) raised the possibility that a similar 
mechanism was responsible for tropical eosinophilia -in 
India. Although in tropical eosinophilia the clinical signs 
are predominantly pulmonary, hepatomegaly occurs, 
particularly in young children, and we have observed an 








Anterior end of nematode larva surr ded by inophils in portal 
tract ( x 1500). 
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enlarged liver return to normal concurrently with the 
response of respiratory symptoms to treatment with 
arsenic. We therefore decided to examine the liver in this 
disease. 

Needle liver biopsies in four children with clinical 
signs, blood pictures, and radiological changes in the 
lungs characteristic of tropical eosinophilia showed a very 
striking cellular infiltration, chiefly eosinophilic, in the 
portal triads. 

In March, 1957, laparotomy was done in a further 
case. The enlarged liver was smooth and homogeneous 
except for two areas where small whitish patches, 
1-2 mm. in diameter, about a dozen in all, were seen on its 
anterior surface. A piece of tissue about 1 x 1 x 0-5em. 
was removed from one of these areas, and the whole 
specimen was sectioned serially at 7 u. All the sections 
showed very gross pathological changes. Everywhere 
the portal tracts were widened by a massive cellular 
infiltration consisting almost entirely of eosinophils. In 
addition there were occasional granulomatous foci, 
usually adjacent to portal tracts, and taking the place of 
normal liver tissue. A meticulous search of the whole 
material revealed five small pieces of tissue probably 
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derived from larve. The most distinctive of these 
specimens (see figure) was shown to Prof. J. J. C. Buckley, 
who states that it is the anterior end of a nematode larva. 
A more complete identification is impossible without more 
material. 

These initial studies have shown that, in tropical 
eosinophilia, the liver undergoes pathological changes 
essentially similar to those seen in viscera] larva migrans. 
The presence of a nematode larva in the liver of one of 
these patients strongly suggests that invasion by such 
larve is the cause of these changes. A great deal more 
investigation is needed, but it appears likely that invasion 
of liver and lungs by nematode larve is, as postulated by 
Beaver et al.,* the cause of tropical eosinophilia. 

We wish to thank Professor Buckley, of the London School 
of Hygiene and Tropical Medicine, for his interest and for his 
identification of the larva in liver sections. 

E. W. GavuLt 
M.D. Melb., F.R.A.C.S. 


J. K. G. WEBB 
M.A., B.M. Oxfd, 


Christian Medical College, 
ee M.R.C.P. 


Vellore, 8S. India 





IN-VITRO FORMATION OF NORADRENALINE 
FROM DOPAMINE BY HUMAN TISSUE 

CHOLINE 2: 6-xylyl ether bromide [8/2 : 6-dimethyl- 
phenoxy) ethyltrimethylammonium bromide] (TM 10) 
abolishes for long periods all the effector responses to 
stimulation of adrenergic nerves, in doses and conditions 
that leave the actions of added adrenaline or noradren- 
aline unimpaired.'-* It may do this partly by depleting 


Brit. J. Pharmacol. 1954, 9, 471. 


- Hey, P., Willey, G. L. 
A Brit. J. Pharmacol. 


1 

2. Exley, K. . J. Physiol. 1956, 133, 70P ; 
1957, 12 (in the press). 

3. Bain, W. A., Fielden, R. 


J. Physiol. 1956, 133, 70Pr. 
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Fig. 1—Upper half, chromatograms after spraying with potassium 
ferricyanide. Lower half, autoradiographs from these chromato- 
grams. Left-hand column, control; right-hand cofumn, T 10- 
treated. The middie chromatogram shows standard (non-radio- 
active) dopamine (upper spot) and noradrenaline (lower spot). The 
substance forming the lowest spots has not been identified. The 
autoradiographs show that much less radioactive noradrenaline 
(middie row) was formed by the TM 10-treated tissue than by the 
control. 


the stores of catechol amines in or near the terminal 
ramifications of adrenergic nerves, and partly by prevent- 
ing the formation of noradrenaline from its immediate 
precursor dopamine. It certainly does not prevent the 
formation of dopamine from dopa.* 

The following experiment with a human chromaffin- 
cell tumour affords unequivocal evidence of the trans- 
formation of dopamine to noradrenaline by human tissue, 
and shows that this transformation can be largely 
inhibited by TM 10. 

A “homogenate” from 2 g. of the tumour, which 
contained upwards of 2 mg. of noradrenaline per gramme, 
was suspended in Krebs’s buffer solution containing 
adenosine triphosphate, sodium «-ketoglutarate, and 
diphosphopyridine nucleotide. This was divided into 
two equal portions, to one of which 10 mg. of TM 10 was 
added. The two mixtures were incubated for an hour 
at 37°C, after which !*C-labelled dopamine was added to 
each, and incubation continued for a further three hours. 


2,500 
CONTROL T™ 10 


Counts per Minute 
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Fig. 2—~Radioactivity of chromatograms shown in fig. |. Counts per 

i from 5-minute counts. Three radioactive peaks correspond 

to three spots.on chromatograms (see fig. 1). TM 10 has substantially 
inhibited for ion of noradrenaline from dopamine. 
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The reaction was stopped with perchloric acid, and the 
precipitated proteins were removed by centrifugation. 
The fluids were neutralised with potassium carbonate, 
and the catechol amines were adsorbed on columns of 
ion-exchange resin (IRC-50) whence they were eluted 
with strong hydrochloric acid After removal of inorganic 
salts the solutions were subjected to ascending chromato- 
graphy on Whatman no. 4 paper, with n-butanol/HCl 
as solvent. The chromatograms were run for forty-eight 
hours at room-temperature and then sprayed with 
potassium ferricyanide to locate the amines. Auto- 
radiographs were obtained. The chromatograms were 
also scanned for radioactivity, in 0-5 cm. stages, with a 
Geiger-Miller end-window tube. 

The most important results are illustrated in figs. 1 
and 2, which show that radioactive noradrenaline was 
formed from radioactive dopamine in the control prepara- 
tion, but in the presence of TM 10 this transformation 
was substantially reduced, presumably because of inhibi- 
tion of dopamine dehydrogenase. The contrast between 
the amounts of noradrenaline and dopamine in the 
treated and untreated homogenates may be even greater 
thah it appears, for any amine oxidase present in the 
tumour would be active in the untreated homogenate 
but would be inhibited by the TM 10 in the other.‘ * 

These results afford presumptive evidence that TM 10 
may abolish the effects of adrenergic nerve activity, at 
least in part, by stopping the formation of noradrenaline. 


4. Brown, B. G., Hey, P. Brit. J. Pharmacol. 1956, 11, 58. 
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It now remains to be shown whether noradrenaline is 
in fact synthesised from dopamine on stimulation of 
adrenergic nerves; and, if so, whether it is this nor- 
adrenaline that is liberated ; or whether synthesis of new 
material is mainly a factor whose absence prevents the 
liberation of transmitter from the ‘‘ pool”’ of preformed 
amine. These and other physiological problems raised 
by TM 10 are now being tackled. 

Other work in hand, with Dr. E. R. Clark and Mr. L. 
Babb, includes the preparation and testing of further 
compounds in the hope that the structural requirements 
for TM 10-like activity can be determined, and that 
unwanted actions—e.g., the striking muscarine-like 
effects >—can be reduced or got rid of. Some success 
has already been achieved. A preliminary clinical trial 
in patients with high blood-pressure indicates that TM 10, 
though effective as a hypotensive agent, is probably too 
toxic for therapeutic use.® 

We thank Dr. J. R. H. Towers and Mr. H. 8. Shucksmith 
for the tumour; Drs. H. Blaschko and P. Hagen for other 
essential material; Mr. D. Cameron and Mr. C. N. England for 
technical help ; and the Wellcome Trust for the equipment 
used, 


W. A. Barn 
D.Sc., Ph.D. Edin., 
F.R.S.E. 
Department of Pharmacology, R. Fre_pEN 
School of Medicine, x 
wag B.Sc. Leeds . 


5. Willey, G. L. Ibid, 1957, 12, 128. 
6. Taverner, D. Unpublished observations, 1956. 





Reviews of Books 


Physiology of the Nervous System 

E. Grorrrey WALSH, M.A., M.D., M.R.C.P. With two 
chapters by JOHN MARSHALL, M.D., M.R.C.P., D.P.M. 
London: Longmans, Green. 1957. Pp. 563. 50s. 


A WELCOME newcomer, this small textbook emphasises 
the inseparability of clinical neurology, psychology, and 
basic physiology, and how inevitably patterns of 
behaviour and of disease are best understood on the 
basis of the normal mode of function of central and 
peripheral nervous systems. 

The big development in techniques, both in the actual 
method and in the refinement of older methods, has 
evoked an outpouring of information in many specialised 
journals, not all of which are devoted to the nervous 
system. Thus, advances in pharmacology and endo- 
crinology have shown how profoundly substances such 
as enzymes, steroids, and polypeptides can modify 
different aspects of nervous activity. This book combines 
useful discussion of the application of laboratory tech- 
niques to clinical use with synthesis of new information 
from scattered sources. But more important and helpful 
than the mere recording of facts are the attempted 
syntheses and generalisavions. 


The first two chapters demand of the medical reader a 


considerable knowledge of neurophysiology, just as the later . 


chapters expect the laboratory worker to know something 
about clinical neurology. The book is none the worse for that 
since progress in this difficult subject demands a knowledge 
of both normal and abnormal. 

The author has a particular interest in sensory physiology 
in the widest meaning of the term, and a large proportion of 
the book is devoted to this part of the subject. Thus, there 
are chapters on the olfactory, visual, and auditory systems,, 
the labyrinths, and the central pathways and connections 
concerned, including the cerebral motor areas. This does not 
mean that other aspects of neurology are neglected, only 
that they are discussed more briefly. In fact, the personal 
bias makes the book more stimulating than an exactly 
balanced survey. The chapter on the cerebral cortex gives an 
interesting and clear account of the latest ideas on behaviour, 
learning, and consciousness, and of the information that may 
be obtained from electro-encephalography. 

The advantage of codperation between laboratory and 
clinical worker is demonstrated by the inclusion of two 


excellent chapters by Dr. John Marshall on somatic sensibility 
and the apphed physiology of pain. 


All neurologists will find this book stimulating and 
interesting. 


An Atlas of Muscle Pathology in Neuromuscular Diseases 
J. Gopwin GREENFIELD, M.D., G. Mitron Say, mM.p., 
Extsworts C. ALVoRD, JUN., M.D., LEONARD BERG, M.D., 
National Institute of Neurological Diseases and Blindness, 
Bethesda, Maryland. Edinburgh and London: E. & 8. 
Livingstone. 1957. Pp. 104. 45s. pe 


THERE is more in this volume than iis title suggests. 
The authors, like many others concerned in the diagnosis 
of neuromuscular disorders, have been disappointed 
in the help afforded by biopsy. They have been struck 
by the lack of agreement among experts about such 
fundamental matters as the visible changes which take 
place in diseased muscles, and about their nature and 
significance. Accordingly, they examined 134 muscle- 
biopsy specimens at first individually and later in con- 
ference ; and, having agreed on the. histological findings, 
they then considered them in relation to the clinical 
history. In this unbiased way they have attempted an 
appraisal of such findings as basophilia of fibres, sarco- 
plasmic masses, endoneural fibrosis, and “ ring ”’ fibres. 
The result is a statement as authoritative as is possible 
from biopsy material alone. The illustrations, many of 
them in colour, are admirable and informative, doubly so 
because of a valuable cross-index at the end of the 
book. 

The authors’ use of simple descriptive histological terms— 
rather than the common (and often erroneous) ones such as 
degeneration, atrophy, necrosis, and regeneration—and their 
original classification of muscle diseases is surely justified 
by their findings. Indeed, one is forced to admit that, 
while there may be a wide spectrum of changes from the 
purely degenerative to the frankly exudative type of lesion, 
their significance is not always apparent, and it is often 
hard to distinguish a dystrophic change in muscle from 
myositis. 

Dr. Greenfield and his colleagues will earn well-merited 
and widespread thanks for the frank way in which they 
have exposed our ignorance on what constitutes 
pathological change in muscle and for their efforts to 
—" the histological appearances met with at 

iopsy. 


Se 
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Sir Robert Philip 
Memoirs of his Friends and Pupils. Editor: Hartry 
Witurams, M.D. London: National Association for the 
Prevention of Tuberculosis. 1957. Pp. 96. 128. 6d. 


THis centenary volume consists of thirteen short bio- 
graphical essays on different aspects of Sir Robert Philip’s 
life and work, a list of his contributions to medical litera- 
ture, and the syllabus of his course of lectures on 
tuberculosis at the University of Edinburgh. 

Though they cover the ground well, the articles tend to be 
repetitive. The best is a lively and witty tribute by Prof. 
D. M. Dunlop on Philip as a teacher of medicine, a tribute 
that is all the better for being a little critical. ‘‘ Did he really 
believe that the shabby appearance, poor muscles and general 
debility of the little slum boys he demonstrated to his class 
in the hungry thirties were always due to tuberculous toxemia, 
or that infestation of their scalps with nits played no part in 
the production of the glands he palpated down the posterior 
border of their sterno-mastoid muscles ? ”’ 

Usually you could have heard a pin drop in his lectures. 
Only once was there a slight shuffling as he ascended his 
rostrum after setting some very unusual questions in the 
class examination. ‘*‘ He regarded this unexpected demonstra- 
tion with infinite surprise and hauteur, like some hidalgo 
surveying his hounds. What, he asked, was the unseemly 
noise about ? The class, horrified at their temerity, maintained 
a stricken silence. ‘‘ Come, pray be articulate.” Then a 
wretched youth on the front row blurted out that they had 
not liked the questions in the class examination. “ Sir,’’ was 
the devastating reply, “it matters not a whit whether you 
liked the questions set by the University, but it does matter 
a great deal whether the University will like your answers.” 


The book clearly shows that Sir Robert is one of the 
greatest alumni the Edinburgh school has produced—a 
man to be included among the masters of medicine of the 
past half-century. 
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Introduction to Electrocardiography 
L. SCHAMROTH, M.B., M.R.C.P.E., F.R.F.P.S., University 
of Witwatersrand and General Hospital, Johannesburg. 
Oxford: Blackwell Scientific Publications. 1957. Pp. 60. 
12s. 6d. 
Any book that simplifies electrocardiography is 
welcome, and this one, though not perfect, goes a long 
way to meet a pressing need. 


There are six chapters, starting with basic principles and 
ending with disorders of cardiac rhythm. The text is short and 
clearer than the line drawings with which it is profusely 
illustrated. 

The approach is so modern that standard limb leads 
are dismissed from the text and mentioned only in the 
appendix. cr and cr leads are ignored. Perfect correlation 
between the electrical and anatomical position of the heart is 
assured. 


Providing it is combined with a more practical source 
of knowledge of electrocardiography, this book should 
prove helpful. 


The British Encyclopedia of Medical Practice 
(2nd ed. Pharmacopewia. London: Butterworth’s Medical 
Publications. 1957. Pp. 661. 65s.).—The names of the authors 
or compilers of this pharmacopceia, now in its second edition, 
are not disclosed. Drugs are listed alphabetically under their 
proprietary names, and the book will probably be most useful 
for those who wish to find out what a given proprietary drug 
contains. There is no index of drugs under their B.P. 
names. Some of the newer arrivals (amiphenazole, beme- 
gride, fluorocortisone, novobiocin, nystatin, perchlorate, and 
sodium calciumedetate) do not appear. The lists of indi- 
cations for each drug are comprehensive rather than 
critical. 





New Inventions 


GRIFFIN AUTOPOISE CENTRIFUGE : 
SEROLOGICAL MODEL 


THE scope of workers in laboratories associated with 
blood-transfusions, maternity hospitals, or blood-group 
research was immeasurably increased by the development 
of the anti-globulin technique. Nevertheless the neces- 
sary repeated centrifuging of large numbers of tubes in 
conventional centrifuges has made this technique 
extremely time-consuming and tedious. 

Attempts have been made in other countries to solve 
the problem by making special centrifuge cups to take 
large numbers of tubes, but almost all of these methods 
still require individual tubes to be labelled and transferred 
from their own racks into the centrifuge cups and out 
again after centrifuging. 

A means of spinning blood-grouping tubes in their own 
racks has been sought for some years, and with the 
introduction of the Griffin ‘ Autopoise’ centrifuge it was 
immediately clear that this could now be achieved. A 


1. Coombs, R. R. A., Mourant, A. E., Race, R. R. Brit. J. exp. Path. 
1945, 26, 255. 





special head has been designed in which two racks of 50 
blood-grouping tubes (2 < */, in.) can be accommodated 
in large rectangular buckets swung at the ends of a pair 
of beams. The prototype shown in the figure has a large 
lid which fits over the spun aluminium bowl at its 

test diameter; with the lid removed the special 
head, buckets and racks, can be seen. The production 
models will, however, have a bowl with a smaller lid 
fitting on top of a narrower opening, the bowl being 
curved over to give greater strength. 

Experiments at Queen Charlotte’s Hospital with the 
prototype have shown that samples of blood for anti- 
globulin tests can be sedimented in less than a minute. 
Within 20 seconds the centrifuge achieves 2000 r.p.m. ; 
if the current is then turned off, the centrifuge takes 
about another 30 seconds to come to a stop with the 
electric brake. With an automatic filling device ten 
tubes in a row can be filled with saline solution simul- 
taneously, and after centrifuging these tubes can be 
emptied in rows by a vacuum applied to a ten-tube 
manifold. 

This new bench centrifuge should prove valuable to 
blood banks and teaching schools for laboratory class 
work. It may well be that other applications will be 
found for a machine which will spin racks of tubes the 
sizes of which might be varied. The device here described 
is not intended as an extra head for a centrifuge but has 
been developed as a permanent fitting, and it is not 
recommended that the head should be regarded as inter- 
changeable with a conventional eight-bucket head for 
one centrifuge. . 

The advantages of this invention are the rapid centri- 
fugation of tubes in their own racks so that there is no 
need for the laborious labelling of tubes and transfer from 
one container to another and back again several times, 
with resultant possibility of error. Only two buckets are 
used, since the size of the bowl of the centrifuge is‘a 
limiting factor. 

I wish to thank Mr. R. H. Powell and Mr. A. H. Walter, of 
Messrs. Griffin & George, for all their interest and technical 
advice, without which the serological model of the autopoise 
could not have been developed. 


Bernhard Baron Memorial Research 
Laborato: Queen Charlotte’s 
Maternity Hospital, London 


JOHN MuRRAY 
M.A., M.D. Camb, 
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In just four to six weeks, SELSUN restores the scalp to a 
clean, healthy condition. Then —without further care 
—the patient’s scalp remains free from the scaling, itching 
and burning of seborrhoeic dermatitis for one to four 
weeks. Clinical reports covering more than 400 cases show 
that SELSUN controls 92 to 95% of common dandruff 
cases, 81 to 87% of all seborrhoeic dermatitis cases. 
SELSUN is remarkably simple to use. Patients just add 

it to their regular hair-washing routine. It rinses out easily, 


leaves the hair and scalp clean and easy to manage. Abbott 


Available in2 and 4 fi. oz. bottles, with directions for use. 


(Selenium Sulphide, Abbott) 
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Restoration of Repose 
with 


EQUANIL 


(MEPROBAMATE) 


an outstanding new drug to lessen tension, 
reduce irritability and restlessness, and to 
produce more restful sleep and 
generalized muscular relaxation. 


Supplies: 
Bottles of 20 and 250 x 400 mgm. tablets 


Teh 
The word ‘Equanil’ is a registered trade mark 


JOHN WYETH & BROTHER LIMITED 


Clifton House, Euston Road, London, N.W.1 
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Serious illness is inevitably followed by a 
frustrating period of convalescence. Metatone* 

‘th its stimulating, appetite-promoting 
combination of vitamin B, with strychnine and 
mineral glycerophosphates is ideally suited for 
the rapid restoration of normal metabolic 
function. It is specially valuable after flu and 
similar debilitating illnesses, after surgical 
operations, in neurasthenia and during 
pregnancy and lactation. 


cs 
‘ . - Vitamin B, 3 mg. 
FORMULA Calcium Glycerophosphate 4 gr. 
Each fluid ounce | Potassium Glycerophosphate 4 gr. 
of Metatone Sodium Glycerophosphate 2 gr. 


Manganese Glycerophosphate } gr. 
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Variations on a Neurosophical Theme 


It is an unfortunate fact that the faculty of making 
valid scientific observation is rarely united with 
facility in making cogent and logical observations. 
How commonly it is said of a scientist that he knows 
his subject well but is incapable of communicating his 
ideas. The exasperated and perhaps frustrated man of 
scientific action—often the surgeon—may take refuge 
and a bitter dubious comfort in the aphorism that 
those who can, do, whilst those who cannot, teach. It 
is probably as a result of this functional schism that 
speculation about the mode of action of the nervous 
system has, in the past, given birth to two main 
families of ideas. The first of these dealt with notions 
of discrete localisation of function and has inevitably 
derived its strength, if not its very being; from the 
doers—neurosurgeons and experimental physiologists. 
The second, insisting on a holistic concept of cerebral 
function, sprang from the head of its pensive pro- 
genitor, if not fully armed, at least fairly well equipped 
for a neurosophical war of global proportions. After 
some important battles in the ’30s in which Experi- 
ment under the able generalship of Futon vied 
with Philosophy armoured with the unmatchable 
word power of WALSHE, the struggle seemed to sway 
now this way and now that; then it seemed that 
some sort of cold peace had been achieved in which it 
was accepted that in the cerebrum at least there was 
no mosaic pattern of functional localisation, The 
whole nervous system played its integrated part in 
cerebral activity but there were areas of specialised 
function which could be regarded as functional 
maculez. Mathematical interpretations of cortical 
structure and activity such as that offered by SHout ! 
made it possible to understand the ways in which 
functional patterns could be developed, altered, and 
relearned as required, and apparently accounted 
partly for some of the unexpected results of cortical 
ablation. Three years ago we tried to resolve some of 
the more obvious contradictions in the two attitudes.” 

Once an attitude is struck and recorded it tends to 
be perpetuated in the communal memory, and in no 
part more faithfully than that belonging to the 
adversaries in the controversy. From time to time, 
therefore, we have heard rumblings of spontaneous 
origin from both left and right, but commonly 
the skilled controversialist prefers to attack by the 
strenuous denial of assertions which he claims have 
been made by the opposition. This technique, so well- 
known to, and beloved by, the old philosophers, has 
the inestimable advantage of permitting an eloquent 
denial to be framed first and a suitable assertion to 
be evolved later. It is against this background that 
we consider Dr. Gooppy’s article which appears 


1. Sholl, D. A. The Organisation of the Cerebral Cortex. London, 
1956. 


2. Lancet, 1954, i, 1331. 
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today. Dr. Gooppy, always a stimulating and enter- 
taining writer, has taken up the intriguing notion of 
an analogy between the nervous system and the 
cardiovascular system. Whether the validity of this 
analogy is sustained the reader must decide for 
himself. But in passing we resist Dr. Gooppy’s 
implication, that one of our Jeading articles illustrates a 
dangerous trend in neurosurgical fashions; for in 
that very leader* from which he has so deftly 
extracted his Aunt Sally there appeared two other 
expositions of our opinion: “to think of memories 
in terms of locality may be to search for a chimera, 
for every memory must contain something that is the 
function of many (perhaps all) cortical areas,” and 
“it is impossible to say that this or that memory is 
contained in this or that area of the cortex.” Dr. 
Gooppy’s discussion by analogy is, it seems to us, 
a new and very effective device to reaffirm the 
dogma of the continuous sensorimotor circuit. This 
undoubtedly is, as Dr. Gooppy says, an important 
principle, and one of value in understanding the 
effects of lesions in the central nervous system. But, 
although seeming to reject as too simple the mosaic 
interpretation of cerebral function, this preoccupation 
with the circle, this yogi-like contemplation of the 
phenomenon of “‘ motor-sensory-motor-sensory-motor 
ad infinitum ”’ appears itself to suffer from the defect 
of over-simplification. It cannot really be true that 
a nerve impulse cannot be lost even if it does not 
“escape into space”’; and the belief that the nerve 
impulse continues for ever is in direct line with that 
philosophical pre-determinism which sees all our 
actions as inevitably springing from what has gone 
before—an implicit rejection of the notion of free-will, 
a replacement of original thought by original sin. To 
certain observers the endlessness of the circle may 
appear to be the source of its wondrousness and 
mystery ; yet to others a wheel is not endless, but 
merely repetitive. Too rigid an erence to this 
concept of circular activity of the nervous system 
would make it impossible to comprehend the more 
complex aspects of mental and cerebral function. 
Observation and experiment may yet modify philo- 
sophical reflection in such a way that all our present 
notions ultimately appear as ridiculous as those of 
Gat and Descartes. This is not to say that in 
the time of their conception any of these ideas were 
invalid. Nobody has a monopoly of being right. 


The Other Polyposis 


Potyposts coli is a disease which has proved so full 
of lessons for surgeon, pathologist, and geneticist that, 
despite its rarity, there can be very few readers to 
whom it is unfamiliar. The other form of polyposis 
of the gut (the Jeghers or, better, Peutz-Jeghers 
syndrome) is, in contrast, little known: here the 
polyps are chiefly in the small intestine, and there is 
associated skin pigmentation. Yet it may be at least 
as common as the better-known disease, and it is 
certainly at least as interesting. Isolated accounts of 
what can now be recognised as cases of the syndrome 
appeared in earlier years (Sir JONATHAN HUTCHINSON 
described twins with the characteristic pigmentation 
in 1896,4 and Parkes WEBER reported in 1919° that 

3. Ibid, 1957, i, 918. 


4. Hutchinson, J. 
5. Weber, F. P. 


Arch. Surg. Lond. 1896, 7, 290. 
Quart. J. Med. 1919, 12, 404. 
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one of them had died of intussusception) ; but the 
first adequate description was that of PEvrz in 1921,® 
and the work of JeGHERs ’ § drew general attention 
to the syndrome. Dormanpy ® has now given the 
most thorough account of the condition. It is based 
on 21 cases in members of five families. The fact 
that four of the five propositi of these families were 
seen at Hackney Hospital over a few years is strong 
evidence (combined with the number of isolated case- 
reports that have appeared in this country alone in 
the past few years !°-"4) that this is not very rare. 


The condition is familial, transmitted as a mendelian 
dominant in a very straightforward manner. The two 
aspects of the syndrome—the pigmentation and the 
polyposis—are almost constantly present together. 
The pigmentation looks in most cases like freckling 
of abnormal distribution—around the orifices, especi- 
ally the mouth (involving the lips)—in contrast to 
ordinary freckling with its predilection for the con- 
vexities of the face. The fingers and such unusual 
sites as the palms, soles, and abdomen are often 
involved. The macules are often present at birth, but 
tend (like ordinary freckles) to fade at puberty. Of 
especial importance in diagnosis is the involvement 
of squamous mucose, especially those of the lips and 
cheeks : here the macules are nearly constant, do not 
fade after puberty, and may be recognised even in 
Negroes. Only Addison’s disease produces similar 
mucosal lesions. The polyposis may affect any part 
of the gut from cardia to anus, but it is most constantly 
and characteristically present in the small intestine. 
Morphologically, the individual polyps are banal 
adenomas, differing in no obvious way from sporadic 
polyps at the same site. When they are confluent, as 
they very often are in the small intestine, the lesions 
closely resemble those of advanced polyposis coli. 
DorManpy * shows that even normal-looking small- 
intestinal mucosa when examined microscopically may 
show extensive disorganisation, with apparent invasion 
of the muscular coat of the bowel. This appearance 
as of invasion is also seen in some of the polyps, and its 
recognition is a matter of considerable practical 
importance, for it can readily be mistaken for malig- 
nancy. DormanpDy collected, from his own cases and 
those reported by others, a substantial number in 
which a histological diagnosis of malignancy on a 
resected tumour has been followed by long survival. 
No case of malignancy proved by metastasis has 
apparently yet been reported in this condition in the 
small intestine: it is thus clear that histological 
misdiagnoses have been frequent. By contrast, polyps 
in the colon (and perhaps stomach) certainly do 
sometimes become frankly and fatally malignant. The 
polyps appear and enlarge in irregular spurts, at any 
time of life from the earliest years onwards, with little 
relation between the rates of growth in different 
segments of the bowel. 

The polyps may produce no symptoms at all; and 
when there are no symptoms diagnosis may be very 


6. Peutz, J. L. A. Ned. Maandschr. Verlosk. (Geneesk.) 1921, 
10, 134. 

7. Jeghers, H. New Engl. J. Med. 1944, 231, 88, 122, 18 

8. Jeghers, H., McKusick, v. A., Katz, K. i. Ibid, 1949, 241, 
993, 1031. 

9. Dormandy, T. L. Jbid, 1957,.256, 1093, 1141, 1186. 

10. Kitchin, A. Brit. med. J. 1953, i, 658. 

11. Kaplan, I., Feuchtwanger, M. ibid, p. 

12. Rankin, W., Laird, A. P. Glasg. med. y +1954, 35, 254. 

13. Savage, C. i. Brit. J. Surg. 1954, 41, 366. 

14. Bailey, D. Brit. med. J., Aug. 24, 1957, p. 433. 





difficult, even in cases where the recognition of the 
characteristic pigmentation leads to strong suspicion 
of their presence, for small-bowel polyps are not 
readily recognised on radiographic examination. Most 
cases, however, are complicated by intussusception or 
hemorrhage. The intussusceptions produce attacks 
of intense colic, with a palpable mass, and sometimes 
classical intestinal obstruction ; but most attacks are 
brief and recurrent. Symptoms or mass may vanish 
with bewildering speed, often as a result of some trick 
of manipulation learnt by the patient during earlier 
attacks. Hemorrhage may give rise to intractable 
iron-deficiency anzemia. More rarely, there may be 
malabsorption effects—macrocytic anemia, malnutri- 
tion, or defective growth in children. Treatment 
should be limited to resection of the larger polyps and 
the most severely affected segment of small bowel and 
should be designed only to minimise symptoms. 
Since colonic polyps are more likely to become malig- 
nant, more thorough attempts to extirpate these are 
justified ; but there is no place for heroic surgery in 
the Peutz-Jeghers syndrome. 

This syndrome is recommended to the attention of 
all doctors who delight in spot diagnoses—one of our 
more innocent pleasures. Soon, perhaps, all the 
affected families in the country will have been charted, 
but there must still be cases to find. Many recent 
case-histories—DORMANDY gives some _ excellent 
examples—show how easy it is still to miss the syn- 
drome. Yet the characteristic perioral freckling, 
involving the lips, can often be recognised at sight. 
It is not often that one can diagnose a rare cause of 
intestinal obstruction or of severe anemia from the 
foot of the bed. The syndrome presents many other 
points of interest. What can be the connection between 
the two main elements of the syndrome—the pigmen- 
tation and the polyps ? Accidental association of two 
distinct genes will not do: the two elements are seen 
apart too rarely for this. There must be some 
unsuspected common factor. And what congenital 
factor can account for the irregular spurts of growth, 
seen at any time of life, of the polyps? Jeghers 
syndrome kills, if at all, most often in early life : 
polyposis coli kills (apart from heroic surgery) just 
after the usual reproductive period. Thus polyposis 
coli is a calamity whose propagation is to be dis- 
couraged, but Jeghers’s syndrome is little more than 
a nuisance, and the slight increase in its incidence 
which may follow better treatment of juvenile cases 
is not a matter for any alarm. The extraordinary 
difference in the incidence of malignancy in the two 
conditions seems to be purely a matter of location. 
Jeghers-syndrome polyps in the colon or stomach 
tend to become malignant as commonly as any other 
adenomatous polyps at the same site. But the far 
more abundant, even apparently invasive, polyps in 
the small intestine remain uniformly benign. There 
is something very curious about the resistance of the 
human small bowel to malignancy. Its mucosa is 
extensive and it has a high mitotic rate. It lies in 
direct continuity with the mucose of the pylorus, 
bile-ducts, pancreatic ducts, and colon—areas of high 
cancer-incidence. If carcinogenic hydrocarbons are 
fed to rats, those few alimentary adenocarcinomas 
which do arise are largely confined to the small 
intestine. Yet adenocarcinoma of this site in man is 
exceedingly rare. There is no more remarkable 














ga@eBestthdsd ® 


“—eecr s ODOR A ® 


— ae ’ . 











THE LANCET] LEADING 


example of this apparent cancer resistance than the 
uniformly good prognosis of these polyposis lesions, 
which at any other site in the body could be so con- 
fidently labelled premalignant. It seems very likely 
that this is no mere accident of the absence of suitable 
carcinogens, but is due to something intrinsic in the 
mucosa itself. One would give a good deal to know 
what it is. 


Halothane 


ANZSTHETIC explosions are not common in this 
country, but those investigated in the past decade 
have shown the need for a range of non-explosive 
agents which will completely obviate the need for 
explosive ones. Since fluorination reduces inflam- 
mability, the anesthetic properties of fluorinated ethers 
and hydrocarbons have been extensively studied in 
recent years ; and in consequence two new agents ? % 
have been introduced into clinical practice. The first, 
trifluoroethyl vinyl ether (‘ Fluoromar’), is inflam- 
mable within the range of concentrations used in 
anzsthesia, though less so than diethyl ether, or 
cyclopropane, but it has no clear advantages over these 
agents. The second, 2-bromo-2-chloro-1 : 1 : 1-tri- 
fluoroethane or halothane (‘ Fluothane’), is non- 
explosive and non-inflammable at all concentrations 
with or without oxygen, and the original pharmaco- 
logical investigations show it to have an anesthetic 
potency about one and a half times that of chloroform 
and five times that of ether.* Clinical trials of halo- 
thane have been taking place since the start of 1956, 
and the committee on non-explosive anzsthetic agents 
of the Medica] Research Council has just published a 
report on its pharmacological and clinical properties. ® 
On an earlier page of this issue Dr. BRENNAN and his 
colleagues discuss the use of halothane on 5000 occa- 
sions and report their clinical observations from 
personal supervision in 2500 cases. 

Halothane has valuable properties, in addition to 
being non-inflammable. The vapour is pleasant to 
smell and non-irritant, so induction is smooth and 
the patient does not tend to cough. The secretion of 
saliva and bronchial mucus is depressed, and the 
respiratory tract remains remarkably dry throughout 
anxsthesia. With halothane there is little tendency 
for vomiting to be initiated during the induction of 
anzsthesia, and sickness does not seem to be especially 
common in the postoperative phase—though earlier 
claims that it was rare have not been substantiated. 
Because of its potency halothane alone will produce 
good relaxation for most types of surgical operatiun 
(though such a choice is not necessarily advisable). 
These several properties can fairly be deemed advan- 
tages. More problematical are the effects of halothane 
on respiration and circulation. 

Respiration is depressed, particularly when vapour 
concentrations above 2°, are inhaled. Such depression 
is undoubtedly accentuated by the use of morphine 
and similar drugs for premedication, but even without 
these tachypnoea tends to occur with reduction in 
minute- volume. This tachypnoea can be controlled, 
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s BRENNAN states, by intravenous injection of small 
yee of pethidine, and, unlike the rapid respiration 
associated with trichloroethylene anesthesia, is amen- 
able to inspiratory pressure on the rebreathing bag 
—in fact with halothane respiration is readily con- 
trolled in this way. Respiration may be severely 
depressed during induction with halothane, when high 
concentrations may develop temporarily in the body. 
This is a disadvantage for an inexperienced anzs- 
thetist or for administration by a simple open-mask 
technique when oxygen is not available. 

Inhalation of halothane leads to bradycardia, peri- 
pheral vascular dilatation, and hypotension. These 
changes occur in some degree even with vapour con- 
centrations below 2°%,—a critical figure which need 
rarely be exceeded during maintenance of anesthesia. 
BRENNAN and his colleagues, and JOHNSTONE in a 
previous paper,’ attribute the hypotension to the 
action of the drug on the autonomic nervous system, 
leading to a suppression of sympathetic activity. 
The original pharmacological work ‘ supports the view 
that sympathetic ganglion block, rather than reduction 
of cardiac output due to myocardial depression, is the 
principal cause. This evidence, however, is disputed 
by the M.R.C. committee, which, though admitting 
some peripheral action, considers central depression of 
vasomotor activity more important, and finds that in 
the dog cardiac output is definitely depressed by 
halothane. In this respect it is about 70% as active 
as chloroform. Within limits hypotension is an advan- 
tage in anesthesia, since with the aid of posture 
bleeding in the operation site is restricted and the need 
for blood replacement diminished. But hypotension 
should be both predictable and controllable. BRENNAN 
states that with halothane the degree of hypotension 
is variable and stresses the sensitivity of patients 
under halothane anesthesia to hemorrhage, sudden 
postural changes, and the effects of positive-pressure 
respiration on cardiac input. The addition of other 
drugs which themselves can cause hypotension may 
have strong potentiating effects, and this fact probably 
accounts for the severe hypotension that may follow 
the use of halothane with d-tubocurarine chloride or 
hexamethonium bromide, which are both ganglion- 
blocking agents. Progressive bradycardia seems to be 
a constant feature in all inadequately atropinised 
patients receiving halothane ; this necessitates a full 
dose of atropine intravenously, and great care in the 
use of such agents as neostigmine which can precipitate 
vagal inhibition of the heart. Cardiac arrest has been 
reported ; and Dr. Payne refers to this complication 
in a letter on p. 493. Such arrhythmias as have been 
studied do not appear to be of great importance 
provided high concentrations of halothane are avoided. 

The very large number of cases that BRENNAN and 
his colleagues describe, and in which the patients have 
been anzsthetised without mishap by doctors with all 
degrees of experience, goes some way to dispel gloomy 
forecasts about the safety of halothane. Yet the 
degree of hypotension which it can quickly cause, and 
the mechanisms by which this is probably produced, 
suggest a need for caution before making a final assess- 
ment. Moreover, several factors need further investi- 
gation. Liver and kidney function have been studied, 
and the evidence, though not conclusive, shows that 
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halothane has very little effect on these organs. On 
the other hand, little is known about its distribution 
in the body or its elimination. Many of the properties 
of halothane suggest that it will have a useful place 
in clinical anzsthesia ; but some, though helpful on 
occasion, detract from its overall safety and make it 
potentially dangerous in the hands of the inexperienced 
or the unwise. 


Annotations 


FUTURE OF CHEST MEDICINE 

In a recent report? the Central Consultants and 
Specialists Committee (Scotland) consider the changing 
situation in the field of pulmonary tuberculosis and 
diseases of the chest and how best the medical services 
can be adapted to deal with this. They estimate that if 
present trends in Scotland continue the number of 
beds needed for pulmonary tuberculosis in 1960 will be 
less than half, and in 1965 less than a third, of present 
requirements. The volume of outpatient work, on the 
other hand, is tending to increase: in nine areas of 
Scotland for which accurate figures were available, 
attendances at chest clinics went up by 29% from 1951 
to 1955. This increase was due mainly to the greatly 
improved survival-rate from tuberculosis, but also to 
more intensive supervision of contacts and to an 
increase in the number of patients with non-tuberculous 
chest conditions referred to clinics by general prac- 
titioners. The committee recommend that, as the need 
for tuberculosis beds declines, small peripheral sanatoria 
should be converted to other uses and tuberculosis 
patients concentrated in large chest units. These chest 
units should have beds for non-tuberculous chest disease 
(30-40 per 200,000 population served) as well as for 
pulmonary tuberculosis, and should investigate and 
treat patients referred from associated chest clinics 
and directly by general practitioners. They suggest 
that the senior medical staff of a chest clinic and hospital 
unit serving a population of 200,000 should be 4-6 chest 
physicians, including at least 2 consultants—1 concerned 
mainly with pulmonary tuberculosis and the other 
mainly with other chest disease. 

Concentration of chest patients in special units is 
desirable in order to facilitate research and to ensure 
econornical use of special resources. But the report seems 
to imply that, not only some, but the majority of 
patients with chest disease should be treated in 
chest units forming part of a comprehensive organisation 
based on the existing tuberculosis service. This would 
surely be a mistake. Because tuberculosis is an infectious 
disease separate provision has had to be made for it, but 
most patients with other diseases of the chest can 
be adequately treated in general medical wards, and 
there seems no good reason for sacrificing the administra- 
tive flexibility which this affords. The committee believe 
that all the current trends in chest work point to the 
desirability of reintegration of the tuberculosis and chest- 
clinic service with general medicine. Bearing in mind 
both this and the great diversity of requirements and 
existing facilities in different parts of the country, it 
would seem better to graft developments in chest medi- 
cine on to the local general medical structure, rather 
than on to the more rigid structure of the tuberculosis 
service. In this way, flourishing chest units which have 
sprung from the tuberculosis service could be brought 
into closer association with general medicine, and new 
enterprises could be given the desired orientation from 
the start. 

1. Report on the Future Service for Tuberculosis and Diseases 
of the Chest in Scotland. Central Consultants and Specialists 


Committee (Scotland), Prepared by the Tuberculosis and 
Diseases of the Chest Subcommittee. 
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THE PUZZLE OF TROPICAL EOSINOPHILIA 


THe mysteries of tropical diseases have been solved 
one by one, and now few remain. One of these few is 
the eosinophilic lung, generally known as tropical eosino- 
philia. The clinical entity (pyrexia, massive eosinophilia, 
asthma, cough, sputum, loss of weight, and a peculiar 
mottling in both lung fields on radiography) has been 
known since 1940,' but its true «xtiology has not been 
finally established. At first the disease was thought to 
be confined to India, mainly on the coast, but reports 
of it have come from other parts of the world—Malaya, 
North, South, and East Africa, Egypt, the Middle East, 
and Curacao. 

The most extensive account of the disease is that by 
Danaraj.2 The pulmonary shadows call to mind Léffler’s 
syndrome*; but in this syndrome the symptoms are 
usually milder, there is no leucocytosis (as there is in the 
tropical disease), and the eosinophil-count never rises 
above 60%. In both conditions the erythrocyte-sedi- 
mentation rate is increased. Léffler’s syndrome is 
found mainly in Switzerland, though cases have been 
reported in England, the United States, and elsewhere. 
Most workers agree that allergy plays a decisive part in 
its pathogenesis. In Shanghai a similar disease was 
described 4 ‘allergic spring-cedema of the lungs,” 
locally known as “privet cough,” which appeared 
annually at the end of May or beginning of June. 

In tropical eosinophilia the pathological appearance of 
the lungs has been described in patients who died from 
arsenical encephalopathy during treatment. A massive 
eosinophilic infiltration was seen, with the formation of 
nodules composed of multinucleated giant cells. All 
attempts to associate the eosinophilia with any known 
helminthic infiltration of the lungs have so far failed. 
Pulmonary acariasis was suggested > but not accepted. 
Meyers and Kouwenaar,*® Van der Sar and Hartz,’? and 
others have found evidence of filarial infection, positively 
identified as Wuchereria malayi,’? in lymphatic glands of 
a few patients who had eosinophilia and pulmonary 
symptoms. Against these positive findings is the fact 
that eosinophilic lung, even in long-standing cases, is 
unassociated with any of the classical clinical signs of 
filariasis, such as adenitis and lymphangitis. Tropical 
eosinophilia was found to respond (after some delay) to 
arsenicals,* but no dramatic response was obtained until 
diethylearbamazine citrate (‘ Hetrazan’) was given.®-™ 
The results in 10 carefully treated cases in Singapore ™ 
could bear no other interpretation than that this drug 
is specific, leading, as it did, to complete cure. The 
favourable effect of this treatment has since been 
confirmed in over 100 cases. 

It has been hard to decide whether the action of 
diethylearbamazine was on some unspecified nematode 
infection, or whether it should be regarded merely as an 
anti-allergen. The first proposition is supported by the 
work of Danaraj and his colleagues,!? who applied a 
filarial complement-fixation test to the condition, using 
a 1% aleoholic extract of Dirofilaria immitis powder as. 
antigen. This test was positive in every case of eosino- 
philic lung, with titres much in excess of those found in 
bancroftian filariasis and even of those in dog sera, where 
the antigen used is homologous. Furthermore the titres 
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andined guodienity but definitely to o-negetinn ates treat- 
ment with diethylearbamazine. These findings strongly 
suggest that some cryptic nematode infection, probably 
filarial, is the cause. 

Lesions which appear identical with the cellular picture 
observed in the lung (exuded eosinophils, inflammation, 
and giant cells with multiple nuclei) have been observed 
at laparotomy ™ and liver biopsy 14; and now Mr. Gault 
and Dr. Webb (who describe their findings on page 471 
of this issue) have found what appear to be traces of 
nematode larva in the liver of a child with tropical 
eosinophilia. The indications are now very strong that 
the liver is the likeliest hiding-place of the culprit. Should 
this turn out to be Microfilaria malayi, our conceptions 
regarding the distribution and pathological possibilities 
of this parasite will have to be radically revised : helmin- 
thic invasion of a solid organ, such as the liver, by 
embryo or larval nematodes may excite a visceral allergy, 
expressing itself by eosinophilic infiltration of the lung 
with attendant symptoms. 


CHARLES TURNER THACKRAH 


’ 
On Oct. 2, 1815, the name of John Keats was entered ° 


on the register of students at Guy’s Hospital: two days 
later another name, that of Charles Turner Thackrah, 
was added to the same register. These two young men 
(both were born in 1795) were to have certain things in 
common: both qualified the following year ;. the peace 
of mind of each was disturbed by an unhappy love- 
affair ; each contracted tuberculosis and, at an early age, 
succumbed to it. There the resemblance ceases. For 
Keats abandoned the practice of medicine very soon after 
taking it up, and renounced his ‘plasters, pills and 
ointment boxes” (to which the derisive critics of 
Endymion nevertheless bade him return): Thackrah 
plunged wholeheartedly into his profession. Keats’s 
associates included Shelley and Leigh Hunt, probably 
Lamb and Hazlitt: Thackrah rubbed shoulders with 
millhands and cotton operatives. And while one gave us 
The Eve of St. Agnes and Ode on Melancholy, the other 
was destined to write one of the most remarkable medical 
textbooks in the English language. 

In this book, first published in 1831 and lately 
reprinted,!® Thackrah examined the health, working con- 
ditions, and recreations of those employed in several 
hundred different trades. Some of these occupations will 
be unfamiliar to the modern reader; and Thackrah’s 
remarks on others may not seem so apt today. As, for 
example, his digression on medical students: ‘‘ The 
influence of putrid exhalations is shown ... by the 
effects of a dissecting-room. Students are at first 
annoyed by diarrhea; but subsequently, if they be 
steady and temperate, and avoid wounds from the hook 
or the scalpel, sometimes become robust. We have 
remarked several pupils to look best, and eat most, when 
they are dissecting.’’ In discussing the qualified prac- 
titioner, he is more convincing: ‘‘ Night calls are 
generally thought to be very injurious. I think the evil 
less than the public and the profession suppose: for, if 
we observe those who have for thirty or forty years been 
much engaged as accoucheurs, we shall find them as 
robust as others.” 

But Thackrah’s book is not to be treated with levity. 
In its pages are some of the earliest references to miners’ 
nystagmus, to the periodic ague which afflicts brass- 
founders, and to the evil effects of bad posture and of 
the inhalation of dust. And who can read unmoved, 
Thackrah’s description of how he stood in a Manchester 
street and ‘‘ observed the streams of operatives as they 
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“left ‘the mills - . the children were almost universally 
ill-looking, small, ‘sickly, barefoot and ill clad.”” Many 
of these children, he said, looked no older than seven. 
In one mill he visited, 1500 persons were employed, and 
more than half were under the age of 15. Their work 
began at 5.30 a.m. and continued, with two short intervals, 
to 7P.M. When he wrote in this vein Thackrah attracted 
attention from laymen as well as physicians, and, as 
Dr. Donald Hunter has pointed out, his monograph 
played an important part in stimulating the factory and 
health legislation which mitigated some of the worst 
features of the Industrial Revolution. 

The publishers (with a grant from the Wellcome Trust) 
have rendered a praiseworthy service in reprinting this 
book (the reproduction has been tastefully done by a 
photolithographic process which yields an exact facsimile 
of the original second edition). Dr. Meiklejohn has 
prefaced it with a neat biographical essay, which sets 
Thackrah against his correct background and will there- 
fore be of great value to the reader unfamiliar with this 
period, Our words of 1831 1° will serve again as conclusion : 
**. . . we confidently recommend Mr. Thackrah’s work 
to the attention of the profession, among which we trust 
he will find some successful followers in the benevolent 
course he thus invites others to pursue.” 


RHEUMATIC-FEVER PROPHYLAXIS 


THE importance of prophylaxis against streptococcal 
infections in patients who have had rheumatic fever is 
established beyond doubt. Extensive investigation in 
the past decade 1718 has produced solid evidence of the 
value of daily oral administration of sulphadiazine or 
penicillin in- preventing recurrences of rheumatic fever. 
Yet in this country many children with rheumatic heart- 
disease still go unprotected. Bywaters et al.1® have 
answered objections to prophylaxis arising mainly from 
unfounded fears of toxicity and of inducing bacterial 
resistance, or from lack of knowledge of the value of 
prophylaxis. Two recent reports—one from the World 
Health Organisation,?° the other from the Royal College 
of Physicians *—are therefore especially welcome. The 
two reports cover similar ground, restating briefly and 
clearly the reason for protecting rheumatic-fever patients 
against recurrent group-A hemolytic streptococcal 
infections, the basic data on control of streptococcal 
infection, and the practical application of available 
knowledge to the prevention of rheumatic fever. Emphasis 
is laid on the distinction between treatment of strepto- 
coccal sore throats and prophylaxis against streptococcal 
infections both in healthy individuals and in rheumatic 
subjects, 

The W.H.O. report cites figures ‘similar to Leff’s 22 on 
the number of new cases of rheumatic fever now reported 
annually in areas of England and Wales where 1 otifi- 
cation is required. From 1951 to 1954 these averaged 
2-7 per 10,000 of those aged 0-15 years. This figure seems 
low, but it must be remembered that one attack of 
rheumatic fever in a child makes another far likelier. An 
estimate based on the reported annual incidence gives 
about 2000 children developing acute rheumatism in 
England and Wales each year. These children, without 
prophylaxis, have only a 50% chance of surviving beyond 
40.23 With adequate protection very few need experience 
recurrent attacks with their cumulative damage to the 
heart. This advantage should be a chief aim in the 
management of rheumatic fever. 

16. Lancet, 1830-31, 449. 

17. See Ibid, 1953, i, diss Ibid, 1955, i, 805 ; Ibid, 1957, i, 32. 
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21. Royal College of Physicians of London. 
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CARDIAC CATHETERISATION: A PRIORITY CLAIM 

AN article in an Italian journal ' ascribes the discovery 
of cardiac catheterisation to Prof. Arrigo Montanari, of 
Lecce, who is reported to have been the first to apply 
the technique to living dogs and the human cadaver. 
His results were published in Sperimentale in January, 
1928. 

On two previous occasions when the story of the cardiac 
catheter was recounted in our columns,? W. Forssmann 
was named as the first to have introduced a rubber 
catheter into the heart of a human being under X-ray 
control—and, what is more, into his own heart. He also 
was the first to have injected through the catheter a 
radio-opaque medium to display the heart chambers and 
great vessels in dogs, demonstrating his success radio- 
graphically. But F. Bleichroeder was credited with 
having proved the harmlessness of the procedure long 
before Forssmann, as early as 1905.  Bleichroeder 
resumed his experiments early in 1912 when it was 
thought advantageous to bring chemotherapeutic agents 
as near as possible to a diseased organ. A catheter was 
introduced into Bleichroeder’s arm and thigh veins as far 
up as the inferior vena cava and then into the veins and 
arteries of patients. In none of his experiments did clot 
or embolus formation or any other side-effects ensue. 

There can be little doubt that Bleichroeder was the 
first to introduce the flexible rubber catheter into blood- 
vessels of dogs and man; and Forssmann was the first 
to produce radiographic evidence that the catheter had 
reached the heart. Both men used the technique in bold 
experiments on themselves. Forssmann must also be 
regarded as the pioneer of angiocardiography. Hence, 
the priority claim attributed to Montanari has to be 
dismissed. 

To complete the story it was O. Klein, of Prague, who 
in 1930 first used the method to measure cardiac output 
in man by the Fick principle.® 


METABOLIC STUDIES IN IMMOBILISATION 


CoMPLETE immobilisation of any weight-bearing part 
may lead to osteoporosis associated with hypercalcuria. 
This effect is observed on a small scale when a limb is 
encased in plaster; but usually it becomes a serious 
problem only if much of the body is immobilised, as in 
lesions of the central nervous system and particularly 
flaccid paralysis. In these circumstances the atrophy of 
bone can be extremely rapid and the hypercalcuria 
severe enough to produce calculi in the renal tract, which 
may contribute to death from renal failure.‘ 

Albright and Reifenstein,® in accordance with their 
now classical theory of the pathogenesis of osteoporosis 
in general, have suggested that the osteoporosis of disuse 
is due to a reduction in osteoblastic activity, and conse- 
quently in new formation of protein bone matrix, owing 
to the absence of ‘‘ stress and strain ’’ on the bone. This 
hypothesis, although unsupported by direct evidence ® 
and difficult to reconcile with the occasional development 
of hypercalcemia in immobilisation,’ * is at present gen- 
erally accepted ; and it is neither confirmed nor refuted 
by the exhaustive metabolic studies in acute anterior 
poliomyelitis recently reported by Whedon and Shorr.® 

In 9 extensively paralysed patients studied for six to 
nine months, Whedon and Shorr observed a large and 
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long-continued urinary loss of nitrogen which was 
greatest about sixteen days after the onset of the illness ; 
this was associated with a negative nitrogen balance which 
lasted for an average period of 103 days and involved a 
total loss of nitrogen equivalent to about 9 kg. of muscle 
tissue. Creatinuria developed in the first week, reached its 
peak at about the same time as the urinary nitrogen, and 
then slowly subsided. A new steady state with respect to 
nitrogen and creatine was established after three to four 
months, and was associated with the cessation of weight 
loss, which had ranged from 7-7 to 15-6 kg. Urinary 
excretion of calcium also increased soon after the onset 
of the illness, was greatest in the fifth week, and remained 
at an average level of 572 mg. for twenty-four hours 
for several months on a steady intake of 920 mg. The 
mean daily negative calcium balance during this period 
was 540 mg., and the negative balance persisted, on 
average, for seven months. This was about twice as long 
as the duration of the negative nitrogen balance—an 
observation which it is as difficult to reconcile with the 
Albright hypothesis as is the discrepancy between the 
nitrogen and calcium balances in hyperthyroidism 
previously reported by Krane et al.?° It is particularly 
interesting that osteoporosis was observed radiograph- 
ically in the submetaphyseal region of the lower end of 
the tibia within three months, when it was estimated that 
only about 2% of the total skeletal calcium had been lost. 

Whedon and Shorr also studied the effect of therapy on 
these metabolic changes, notably with a view to prevent- 
ing the formation of renal calculi. Movement of the 
patients in slowly. oscillating beds did not reduce calcium 
or nitrogen excretion, thus confirming the findings of 
Wyse and Pattee.1! But testosterone propionate, given 
alone or combined with oestradiol benzoate, caused a 
considerable storage of nitrogen and reduction in urinary 
excretion of calcium. In 2 out of 3 cases, estradiol 
benzoate given alone produced a slight but definite 
inerease in urinary calcium. 

Vagelos and Henneman ! have approached the problem 
of calculus formation in immobilisation from a different 
angle. This team had previously reported 1% that the 
administration of sodium phytate, which fornfs insoluble 
calcium phytate in the gastro-intestinal tract, reduced 
the excretion of calcium in the urine in sarcoidosis and 
hypervitaminosis D. They have now studied its action 
in 9 patients with quadriplegia due to poliomyelitis, and 
have observed a substantial and reproducible reduction 
in urinary output of calcium in 5. The preparation was 
administered as a 15% solution, the maximum dose 
being 20 ml. three times a day—equivalent to 9 g. of 
sodium phytate daily. The only undesirable side-effects 
were diarrhcea, transient anorexia, and abdominal pain. 
Vagelos and Henneman explain their rather unexpected 
findings with the suggestion that ‘‘ calcium liberated 
by osteoporosis is diverted into the gastro-intestinal tract 
by sodium phytate.” This implies that the phytate 
interferes with the reabsorption of calcium secreted into 
the intestine rather than with the absorption of dietary 
calcium. The same might well be true of its action in 
sarcoidosis and vitamin-D poisoning, but balance studies 
with isotopic calcium will be required to prove this. 


10. 


Krane, S. M., Brownall, G. L., Stanbury, J. R., Corrigan, M. 

Ibid, 1956, 35, 874. 

11. Wyse, D. M., Pattee, ©. J. Amer. J. Med. 1954, 17, 645. 

12. Vagelos, P. R., Henneman, P. M. New Engl. J. Med. 1957, 
256, 773. 

13. Henneman, P. M., Carroll, E. L. J. clin. Invest. 1955, 34, 939. 


THe INDEX and title-page to Vol. I, 1957, which was 
completed with THE LANCET of June 29, is to be issued 
next week. A copy will be sent gratis to subscribers 
on receipt of a postcard addressed to the Manager of 
THE LANCET, 7, Adam Street, Adelphi, W.C.2. Sub- 
scribers who have not already indicated their desire 
to receive indexes regularly as published should do so 
now. 
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Special Articles 
FOREIGN LANGUAGES FOR DOCTORS 


RAYMOND WHITEHEAD 
M.D., D.Sc. Manc. 
READER IN PATHOLOGY, UNIVERSITY OF MANCHESTER 


A NEw language should be a new delight. If it is not, 
the student is probably using the wrong method; this 
is more likely than any defect in the student, since 
everyone manages to Jearn his mother-tongue. But 
learning a foreign language is not purely and simply 
repetition of a familiar process—far from it; a foreign 
language is studied later than one’s own, often in adult 
life ; it is needed for a special purpose; and it has to 
be learnt in less time. Differing circumstances of students 
and differing objectives together account for the wide 
variety of methods available. 

Doctors share with other adults a diversity of aims. 
A few study languages for cultural purposes, perhaps 
in relation to history, literature, or the arts; some have 
tg read foreign medical journals ; others travel or settle 
in foreign parts; and medical journalists, including 
abstractors and book-reviewers, take the whole, world 
for their province. If time and effort are not to bé wasted, 
the student must have a clear goal and know how best 
to attain it. 


European Languages 


When studying a language, it is useful to know its 
history and relation to other languages. These matters 
are dealt with for individual languages in good grammars ; 
here it may be helpful to note some general features of 
European languages. Even cursory examination shows 
that they have much in common; this is no accident, 
but the result of descent from a common ancestor. The 
dialects of the original language became further 
differentiated, yielding large families such as _ the 
Germanic, Italic, and Slavonic. Latin evolved into 
French and the other Romance languages in historical 
times; West Germanic, a counterpart of Latin, is 
known only in its offspring—German, Dutch, and 
English. 

The older European languages were highly inflected, 
having many cases, three genders, and sometimes three 
numbers (singular, dual, and plural) and three voices 
(active, middle, and passive). Since endings showed the 
function of the word, there was great freedom in the 
order of words in sentences. Except Icelandic and 
German, most Western languages have become greatly 
simplified ; genders have been reduced to two (Swedish, 
Danish, Dutch, and the Romance languages) or have 
vanished altogether (English), and case-endings survive 
mainly in set phrases. The forms of the verb have reached 
the extreme degree of simplicity in Norwegian, Swedish, 
and Danish; in these languages, a single word does 
duty for am, art, is, and are, and another word for was 
and were. The general effect of the simplification is to 
make meaning dependent not on word-form but on 
word-order, which is now relatively fixed. 

More remarkable than the changes themselves is the 
fact that they are the unconscious work of generations 
of speakers. One factor leading to changes is imperfect 
reproduction of parental speech by children; any 
European could assert in good faith that he speaks the 
original language of Europe as he heard (or mis-heard) 
it from his parents. The development of a language seems 
to be continuous, though generations may have to pass 
before any general change becomes perceptible. It is 
the grammatical forms of a language that change 
most slowly—inflexions, word-order, and speech-patterns ; 
and though vocabulary is freely enriched through slang 
and in other ways, the new words are given the old 
endings and used in the old way. 
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In some languages there is a generally recognised 
standard form of speech. This is true of French and 
English, for example ; it is less true of Dutch, in which 
personal and regional peculiarities seem to be more 
acceptable. In Norwegian there are much wider 
fluctuations ; for historical reasons there are two forms 
of the language, one derived from Danish, the other from 
the old native Norse; and official policy aims at their 
ultimate fusion. The interplay of the two forms gives 
Norwegian a resourcefulness and subtlety unexcelled 
even in English. ' 

Since a language is continually changing, speech 
gradually diverges from spelling, which may finally 
become almost conventional; and periodic reforms of 
spelling are necessary to keep speech and spelling within 
measurable distance of each other. The time may come 
when the gulf is too wide, and the emergence of a new 
language has to be recognised—the successors of the 
Romans must in the end have realised that it was no 
longer Latin they were speaking, but Italian. During 
the past half-century, many Western nations have 
revised the spelling of their languages ; Sweden (i906), 
Norway (1907, 1917, and 1938), the Netherlands (1947), 
and Denmark (1948). English speech and spelling now 
differ widely, and the question of a spelling reform 
deserves careful study ; if there is no reform, the spoken 
language may evolve its Own spelling, and the written 
language of today may take its place in history with 
Latin and Old Norse. 


Approach and Objectives 


Much depends on the frame of mind in which one 
approaches a language. A right approach is harder for 
the Englishman than for others; the grammatical 
simplicity of his own language may make him impatient 
of the complexities of other tongues. These complexities— 
of structure, sound, and script—are best seen against 
their historical background, and one must curb a natural 
impulse to resent them or to tidy them up. Irregular 
verbs, if they could speak for themselves, would dis- 
claim perversity and ask to be accepted, if not as valuable 
documents, at least as victims of circumstance. And 
language cannot be dissociated from nation; foreign 
words are more than convertible currency—they are 
part of a nation’s inheritance, mind, and culture. To 
know a language well necessarily implies a knowledge 
of those who speak it. The fundamental weakness of 
artificial languages is that they have no literary or 
historical associations. 

Whatever one’s ultimate aim, one should study a 
language broadly, in a receptive and sympathetic spirit. 
Even if the object is no more than technical reading, the 
reading will be more intelligent if time has first been 
spent in the study of the non-specialised everyday 
language. There are four skills in relation to this: 
listening and speaking, concerned with sounds; and 
reading and writing, concerned with symbols. The four 
skills are entirely distinct, as anyone can prove for 
himself. It is one thing to cull questions from a phrase- 
book, quite another to understand the fluent replies ; 
and writing makes severer demands than reading, which 
requires only a passive vocabulary. Proficiency may be 
gained independently in any of the four skills; the 
best plan at first is to get some practice in all four. 

Regular listening to the spoken language is very. 
helpful in acquiring a good pronunciation and—what 
is equally important—a good intonation. It is only too 
easy to pronounce a foreign language correctly but 
carry over one’s native intonation. The readiest source 
of foreign spéech is of course the wireless; the main 
drawback is that reception is often poor. A regular 
listener may notice various stages in his progress. At 
first only the language itself is identifiable, then a word 
or two can be picked out here and there, and finally 
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whole sentences. Foreign news bulletins are especially 
helpful, since the news of the day is familiar. 

Better than the wireless is a language course on-gramo- 
phone records ; the only obstacle is the cost. Listening 
can be supplemented by looking; careful watching of 
the mouth movements of a good speaker is helpful— 
which is to say, in short, that the ideal method is personal 
instruction in a class or in private. This is also true of 
learning to speak ; the pleasantest way is conversation ; 
failing that, one must soliloquise. A valuable aid is the 
international phonetic alphabet, which is explained in 
most modern grammars. 

Reading is the easiest of the four skills; the requisites 
are an elementary knowledge of the grammar and a work- 
ing vocabulary. Word counts suggest that a knowledge 
of as few as 800 words should enable one to understand 
about 80% of ordinary reading matter. The meaning 
of many additional words can be found from the context 
by a species of verbal triangulation ; this is often more 
efficient than recourse to a dictionary, which may list 
many possible meanings for a word. One soon discovers, 
in fact, that the functional units of a language are not 
isolated words, but word-groups—phrases or sentences. 
In many languages medical terms are nothing but slightly 
modified Latin or Greek, and their meaning will therefore 
be obvious ; for languages using mainly native terms— 
German, for example—the quickest way to acquire a 
technical vocabulary is to read a textbook of one’s 
subject in the language ; even a study of chapter head- 
ings and the legends to illustrations will save much 
dictionary work. As for writing, one need not have a 
teacher in order to become skilled, but one should at 
first do a set of exercises to which there is a key. 


Grammar and Grammarians 

The native speaker of a language may know nothing 
of grammar, and the expert foreigner may never think 
of it while speaking or writing. But a knowledge of 
grammar perfects the native and saves the foreign learner 
much time. Grammar is simply a summary of speech 
habits, concerned with what people say, not what they 
ought to say; writers on usage are more successful as 
recorders than as reformers. A foreign language can be 
learned by rote, as the infant learns his mother-tongue, 
but the learner’s grasp of the language will be quicker 
and surer if he studies its grammar. The practical 
questions are how much detail is needed and how it 
can best be presented. 

The complete grammar of any language is vast and 
complicated and of interest only to scholars; all that 
the ordinary student needs is the main rules presented 
in @ way convenient for memorising. The best practical 
grammarians are scholars who write from deep know- 
ledge tempered by teaching experience; the gram- 
marian who is not a teacher does not know what the 
learner’s difficulties are; he is apt to give too much 
detail and to fail in perspective and emphasis. 

A language itself cannot be simplified ; the presenta- 
tion of its rules can be; and varying degrees of success 
have been attained with different languages. The 
practical grammar of widely studied languages is now 
fairly standardised, but there are variations in presenta- 
tion that may cause trouble to learners. In German, for 
instance, at least two ways are in use to show the run 
of the four cases : 


(1) (2) 
Nominative Nominative 
Accusative Genitive 
Genitive Dative 
Dative Accusative 


Each run gives a different visual pattern of case-endings. 
Run (1) is the usual order of Latin cases (omitting voca- 
tive and ablative) and may well be easiest for the learner 
who was brought up on Latin. The importance of the 
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different orders is that the learner may be seriously 
confused if he studies grammars using different orders ; 
they affect the whole of the accidence of nouns, pro- 
nouns, adjectives, articles, and numerals—a large part 
of German grammar. 

It is also a matter of opinion how many declensions 
should be distinguished ; the number varies from four 
to ten according to the type and number of exceptions 
recognised. For the ordinary student, the fewer declen- 
sions the better, though scholars may need many. The 
problem is simply one of classification and is familiar 
enough in medicine. In both grammar and medicine 
two sorts of classification are needed: one for the 
research-worker and one for the student. If the two 
were sharply distinguished, students would have far 
less trouble with nouns, verbs, anemias, and Bright’s 
disease. 

Broad grammatical classifications increase the numbers 
of exceptions, but few exceptions are of practical 
importance. A lively French grammarian notes that in 
forty years he has not, that he is aware of, met the plural 
of carnaval and régal outside the pages of school grammars 
(Mansion 1952). And students of German should con- 
tinue to believe that nouns ending in -wng and -schaft 
are feminine ; how many will have occasion to use the 
words der Hornung (another name for February) or 
das Petschaft (the instrument for sealing with) ? Hundreds 
of exceptions and curiosities could be deleted from 
grammars without educational loss or practical incon- 
venience and with an immense gain in clarity. If once 
or twice in a lifetime the reader suspects a misprint, he 
can check the point in a dictionary. 


Methods and Textbooks 


The best method for the doctor depends on his personal 
circumstances. The doctor best placed for language 
study is the member of a university staff; he should 
have no difficulty in getting tuition from a colleague 
in the faculty of arts. The range of languages in which 
elementary instruction is obtainable in universities is 
very wide—much wider than published programmes 
would suggest, since many arts men know languages 
they do not usually teach. Sometimes classes are 
arranged for two or three learners who are members 
of the teaching staff. Alternatively the medical teacher 
may be able to attend a course given by a foreign cultural 
representative in this country. Another possibility is 
private lessons at a commercial school of languages, 
though the emphasis there seems to be on fluent speech 
rather than on grammar. Suitable holiday language 
courses are available in various countries. 

The difficulty about personal tuition is that of keeping 
regular appointments with a teacher, either privately 
or in classes. Even the medical teacher may find it 
impracticable to meet a language instructor regularly 
over a long period ; for the doctor in any other branch 
of work, personal instruction of any kind may well 
be out of the question. Fortunately, for many purposes 
instruction by a teacher in person is not essential, and 
a language can be successfully studied in private at 
odd moments. An ideal method of learning is listening 
to gramophone records ; an excellent series of language 
courses on records is available. Records and textbooks 
are of course coérdinated, and any necessary advice 
about studies can be had from the suppliers. The cost 
of the records is not unreasonable, though cost may 
be a consideration for learners seeking only a reading 
knowledge of a language. 

For the doctor who decides to learn exclusively from 
books, a wise choice of textbook is of decisive importance. 
The right book will bring a sense of progressive achieve- 
ment and a corresponding degree of confidence; the 
wrong book “will mean difficulty, disappointment, and 
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possibly abandonment of the enterprise. There are vast 
numbers of school grammars, at any rate for widely 
studied languages such as French, German, and Spanish ; 
but such books serve pedagogic purposes ipappro- 
priate to adult life. Books written for children are 
unsuitable for doctors. 

Another type of book is that for use in class by uni- 
versity students, chiefly of languages not studied in 
schools ; such books are far less numerous than school 
grammars and are sometimes of high excellence. A 
third type is meant for students of commerce equipping 
themselves as foreign correspondents. The authors of 
books for students of both kinds sometimes express the 
hope that their works will serve the man working on his 
own; but since the books are designed for use in class, 
they have serious limitations from the standpoint of 
the private student. The commonest defect is absence 
of a key to the exercises and passages for translation ; 
another is that much of the material is unusable 
except by students conversing in the presence of an 
instructor. 

The only really satisfactory book is one written 
spécially for self-instruction. The great need for such 
books has had little attention from publishers and the 
choice is not wide. Books for tourists are excellent for 
their purpose, but do not pretend to be all-round 
grammars. Fortunately there is one series of textbooks 
that can be recommended with confidence. Each book 
is a systematic course covering all the essentials of the 
grammar, written by a scholar for people whose aims are 
practical rather than academic. All the exercises have 
a key, which enables the student to check his progress, 
and no other textbook and no dictionary are needed. 
Such a manual can be mastered in six months if studied 
for half an hour daily. At the end, the student will be 
in a position to extend his grammatical knowledge in 
the same way as the grammarian himself—by direct 
observation in the course of reading. 


How Many Foreign Languages ? 


If one aims at mastery, the answer is one and one only. 
Any language is an inexhaustible field, far more than 
enough to occupy all one’s leisure. Moreover, all the 
fundamental benefits of language study can be gained 
by the study of a single foreign language—above all, 
a deeper insight into one’s own. Travel and the foreign 
literature or the history of the nation can be a lifelong, 
continually developing interest. Philological interest 
could lead to a study of an older form of the same language 
or of a living relative such a Provengal for the student 
of French. 

For various reasons, one may want to speak a second 
foreign language, but this should be chosen with care 
owing to the risk of confusion. For the Englishman, the 
risk is great in relation to Norwegian, Swedish, and 
Danish, and to Italian and Spanish. To avoid the risk, 
the two languages cultivated should be widely different 
in structure. There is no risk of confusion between 
languages of different families—any two of Germanic, 
Romance, and Slavonic would be safe. Other safe 
combinations would be German or Dutch with a 
Scandinavian language, or French (if well known) 
with another Romance language. 

When there is a choice, the question of difficulty 
may be taken into account. There is, of course, no really 
easy foreign language, but the type of difficulty varies 
from one language to anather. From the standpoint 
of grammar, the easiest languages by far are Norwegian, 
Swedish, and Danish; and the vocabularies of all three 
have much in common with English, especially the 
dialects of the North of England and the Scottish Low- 
lands. As in English, spelling and pronunciation are 
not always closely related, and Danish presents additional 


SPECIAL ARTICLES 





{[sepT. 7, 1957 483 


difficulties. German and Italian are virtually pronounced 
as written; Dutch is also fairly phonetic, but shows 
many assimilations or telescopings of words in speech, 
like English and Norwegian. Gender is bothersome for 
British students of foreign languages, but corresponding 
words in different languages are often of the same 
gender; German neuters have neuter counterparts in 
Dutch and Scandinavian. French is often thought to 
be easy, but this is probably an illusion based on wide- 
spread and early study of it in British schools 


When reading is one’s aim, one must sacrifice depth 
to breadth, and the close resemblance between some 
languages—a hindrance to speech—is a substantial 
help. For medical reading, the most useful foreign 
languages are probably French, German, and Italian ; 
as alternatives to Italian, some might like Spanish or 
Portuguese, which are steadily growing in medical 
importance. Either French or Latin will greatly simplify 
the learning of Italian or other Romance languages. 
Some doctors look much further afield and tackle Russian ; 
and China’s recent decision to adopt the Latin alphabet 
will probably do much to spread her language. 


The number of foreign languages that may be acquired 
without damage to the student’s brain does not seem 
to have been determined. For teachers in a university 
faculty of arts, six foreign’ languages is not unusual. 
To learn so many is not really as difficult as it may seem, 
for so many languages are closely related—vires crescunt 
eundo. The doctor who reads six 6r more is a freeman 
of medical literature and a very useful member of the 
profession. 


English for Foreign Doctors 


The value of English to the foreign doctor hardly 
needs discussing ; it is enough to say that over a third 
of the world’s medical periodicals appear in English. 
The demand for instruction in the language abroad 
is so great that it cannot at present be met by Britain 
and America jointly—and both countries are doing their 
utmost. An excellent review of the British contribu- 
tion appears in the annual report of the British Council 
for 1955-56. One of the chief means of teaching 
English is the famous series of courses known as English 
by Radio ; these courses are sent out in many languages 
by the British Broadcasting Corporation, and it is 
estimated that they have several million listeners in 
over sixty countries. Listening to these courses might 
be helpful to the foreign doctor wishing to learn or 
perfect himself in English. 


A language is learnt most easily when its resemblances 
to one’s own are stressed. For instance it might be 
easiest for a German to have English presented as a 
language whose nouns have cases like his own ; Swedish 
could also be so presented to a German, though from the 
English standpoint it is caseless. It is for doctors in each 
country to discover what grammars of English are avail- 
able; and if existing books are unsatisfactory, the 
teachers of English in foreign universities might be 
approached. A good knowledge of English is almost 
indispensable to doctors in countries that have adopted 
the language as the medium of their own scientific 
journals; even if the author writes in his mother- 
tongue, he will want to be able to judge the work of his 
translator. 


The English used in medical periodicals published in 
foreign countries sometimes seems strange to a British 
reader. It is not that there are grammatical faults ; 
the trouble lies in the field of idiom. The kind of English 
used recalls that of the nineteenth-century novel, and 
irresistibly suggests the period atmosphere; it is at 
once faultless but stilted, and not what an educated 
British doctor of today would write. In this matter 
perhaps the foreign doctor is in the hands of his trans- 
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lator, who may not be perfectly familiar with the English 
of England today. Of course it would be fine if the foreign 
manuscript could be translated by a British doctor, or 
if he could revise the translation, preferably with the 
help of the original; but the difficulty here is British 
man-power shortage. In any case, medical manuscripts 
need medically qualified translators, who alone know 
how to render technical expressions correctly. 

Despite such difficulties, more foreign countries might 
with advantage publish their scientific medical journals 
in English. For it must be admitted that foreign 
languages are not widely cultivated by British doctors : 
it is even hard to find reviewers for foreign medical books. 
A more costly alternative would be for foreign journals 
to appear simultaneously in native and English editions ; 
the practice of publishing home and foreign editions of 
periodicals is not new, even in medicine. Either solution 
would make foreign work directly accessible to most 
of the medical world. 

One type of journal should appear in the vernacular 
everywhere—namely, the medical weekly or similar 
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general journal published less often. Such periodicals 
are the life-blood of medical journalism, the only common 
medium for all branches of the profession. The main- 
tenance of these journals at the highest possible standard 
would preserve a full and ever-renewed medical voca- 
bulary in the native tongue, and insure against the 
swamping effect of English. It is a necessary insurance, 
for medicine is an important and inseparable part of the 
life of any nation and must have a national voice. 
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NOTE FOR LANGUAGE STUDENTS 


Gramophone courses in many languages are obtainable 
from the Linguaphone Institute Ltd., 207-209, Regent 
Street, London, W.1. Books of seif-instruction in many 
languages are included in the Teach Yourself series published 
by the English Universities Press Ltd., St. Paul’s House, 
Warwick Square, London, E.C.4. 





Conferences 


EUROPEAN LEAGUE FOR MENTAL 
HYGIENE 


THe European League for Mental Hygiene held its 
annual conference in Copenhagen on Aug. 11, when 
Mental Hygiene in relation to Social Services for 
the Family and Young Child was discussed. Prof. 
Hans Horr (Vienna), the president, emphasised the 
importance of beginning social aid and welfare work even 
before the conception of the child and continuing it up 
to the first school years. Most parents, he said, want to 
have children ; but the social and economic insecurity, 
the fact that so many mothers have to go out to work, 
anxiety about their capacity for bringing up their 
children (which has been greatly increased by scientific 
papers which are often misunderstood by the public), 
difficult housing conditions, and other factors are making 
parents increasingly afraid to have children or even feel 
hostile to them. Young parents needed help and reassur- 
ance in bringing up the young baby so that they would 
not feel overburdened with responsibility and guilt. 
Breast-feeding was desirable, but the mother who could 
not breast-feed must be reassured that the child would 
not necessarily be permanently damaged. Modern books 
and lectures had overemphasised the dangers of parental 
mistakes. Child-guidance clinics were proving their value 
in all countries but were always overcrowded and there- 
fore often unable to do the best work. A counselling 
service for parents and children in schools and colleges 
was of the greatest importance ; unfortunately this had 
not yet been established in many countries. 

Dr. Doris ODLUM gave an account of the medical and 
social services for the family and young child in England 
and Wales. The services were excellent but were not 
always sufficiently coérdinated. She discussed the 
psychological advantages and disadvantages of confine- 
ment in the home and in the hospital. On the whole 
home confinement was better for the baby, the other 
children, the husband, and (in many cases) for the mother, 
as it did not lead to so much disturbance of home life 
and relationships. If the home background was unsuit- 
able, or the birth likely to be difficult, hospital was better. 
Pregnancy could be terminated therapeutically if the 
doctors advised it to protect the physical or mental 
health of the mother ; otherwise it was illegal. Education 
and preparation for parenthood was increasing, but the 
psychological aspect was still not fully appreciated in 
many parts of the country. It was chiefly carried out 
by the local health authorities in their antenatal and 


maternity and child-welfare clinics. In most State schools 
mothercraft was taught to girls in their 15th year. 
Facilities for educating fathers were now increasing. 
Prof. P. J. Rerrer (Denmark) said that, though 
Denmark had a high living standard and one of the best 
systems of social service in the world, it also had the 
highest incidence of divorce and suicide. There was much 
unrest among adolescents and illegal abortion was rife, 
but a new law had been passed which enabled a woman 
who wished to terminate her pregnancy to have her case 
investigated by a special tribunal. He felt that they 
were in danger of creating an abortion neurosis. Aleo- 
holism was also a serious problem with a high incidence 
of psychoses. This suggested that security and material 
welfare did not necessarily lead to psychological stability 
or human happiness. It demonstrated the necessity of 
a better understanding of the emotional needs and 
development of children and young people. 


WORLD FEDERATION FOR MENTAL 
HEALTH 


THE World Federation for Mental Health met in 
Copenhagen on Aug. 12-17, and discussed Problems of 
Growing Up in a Changing World. Dr. MarGarEetT MEap, 
the president, pointed out that the biological pattern of 
individuation was almost the same for babies all over the 
world. It was common to the entire human race. 
Children of all races could learn the language and custom 
of any society in which they were brought up. In certain 
primitive cultures a chiid of 4 years was sent out into 
the mountains to herd the pigs by itself, in others the 
individual was regarded as not fit to take any responsible 
part in the community until the age of 30. In some a 
child was indulged and protected until the age of 7 and 
then discipline clamped. down on it. In others a son 
was not regarded as mature until the death of his father. 
We could find out the effects on human beings only by 
careful observation of their development in these different 
cultures. Variety was undoubtedly valuable to ensure 
flexibility. Happily no one pattern had ever become 
universal. There were, however, fundamentally accepted 
concepts, such as the acceptance of the family as the 
basic unit, and breast-feeding in all primitive societies. 
Primitive societies were extremely rigid and resistant to 
change, but change was now extremely rapid in many 
countries. We had to cope with the grave mental-health 
problems of refugees, of whom there were 80 million in 
the world today. Some cultures suited certain people 
better than others. In every age there had been people 
born either too early or too late. Some people alive 
today would~undoubtedly have been happier in ancient 
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Egypt, for example. Every human being had a right to 
his or her own individuality. 

Dr. DonAaLp Buck1zE (W.H.O.) alluded to our ignorance 
of ways of growing up in Western European culture and 
how they may be influenced by mental-health experts— 
ignorance of the relationship between innate and learned 
behaviour, of the understanding of satisfactions and 
gratifications and their relation to inhibition and 
enhancement of development in general, and of the 
relative importance of certain influences derived from the 
child’s contact with other persons. 

Dr. P. Stvapon (France) said that, as each stage of 
development was built on the preceding, the patterns 
evolved in the bosom of the family during the earliest 
years were the basis on which the edifice of personality 
was constructed. The stability of the final result depended 
upon the solidity of the earlier patterns from which it 
was derived, from the atmosphere of security in which it 
grew up, and whether it developed gradually or rapidly. 
Strong personalities could be strengthened in the fires of 
adversity if the tension aroused by these conditions 
resulted in creative energy which enabled the individual 
to deal with them effectively and still build up a sense 
of security. The same conditions would have a patho- 
logical effect on a person who was incapable of dedling 
with the challenge constructively and would live in a 
state of insecurity. In some patients with mental 


disorder, this background had been disturbed in several 
generations. Common pathogenic factors were: mater- 
nal anxiety; the unpredictability or change of the 
maternal figure, if the child regarded this as a form of 
desertion ; the absence (physical or psychological) of one 
of the parents, or parental discord ; a general atmosphere 
of insecurity most frequently related to authoritarian 
parental attitude; and difficulty of establishing close 
relationships with the various elements of the family. 

Prof. Orro KLINEBERG (U.S.A.), speaking of relations 
between nations and intranational groups, said that there 
was no evidence whatever that Negroes were inherently 
inferior in capacity to profit from education and training, 
or that prejudice between different ethnic and cultural 
groups was innate. Children did not show any such 
prejudice before the age of 3 or 4 at earliest. It was 
vitally important to learn how to prevent this hostility, 
as it led to war and other kinds of conflict and cruelty. 

Dr. ANNE AUDEOUD-NAVILLE (Switzerland) said that 
the needs and urges of the adolescent were not well 
understood by our civilisation, especially those related to 
the sexual urge, and the adolescent was far too often 
criticised or reproached when he struggled against the 
many taboos that society had set up. If the homosexual 
phase was prolonged it was often due to lack of sex 
teaching or too much frustration of their urges to 
develop. 





Public Health 


Tuberculosis : Decline and Fall 


Ir is not so long since tuberculosis was fancifully called 
the captain of the men of death; its position has been 
usurped, partly through the rise of other maladies, but 
largely through its own decline. The death-rate from 
respiratory tuberculosis was falling slowly before the late 
war; since the war the fall has become precipitous. This 
is true of all groups except men over 64 years of age. 
As Logan and Benjamin! point out, much of the 
mortality in the elderly is due to breakdown of old, 
lesions ; and, as each generation fares better than the 
last, the peak in mortality moves to later ages. The 
decline in notification-rates is less striking, but the rate 
per 100,000 has steadily falien—in men from 115 in 1951 
to 92 in 1955, and in women from 81 in 1951 to 60 in 
1955. Moreover, the development of mass-radiography 
has led to improved case-finding, so the actual decline 
in the disease may well be greater. Non-respiratory 
tuberculosis has-also declined, as the death-rates and 
notification-rates show. In 1955 there were 5837 deaths 
from respiratory and 655 from non-respiratory tubercu- 
losis: about a fifth of these were from meningeal and a 
fifth from genito-urinary disease. Most of the deaths in 
children under 15 were due to meningeal or disseminated 
tuberculosis. 

In 1938 about 60% of newly notified cases were 
infectious; in 1955, about 40%. In 1955 there were 
342,866 cases on chest-clinic registers, of which 19,323: 
were known to have had positive sputum in the previous 
six months. Judging from mass-radiography experience, 
there are enough unknown infective cases to make a total 
of 45,000 in England and Wales. Thus complacency is 
not justified ; but the declining figures are encouraging 
enough to show that the disease may be successfully 
attacked, and even (at some future time) eradicated. 


Influenza 


Referring to a number of outbreaks of influenza-like 
illness in various parts of the country (mainly in schools, 
camps, training centres, and other closed or semi-closed 
communities), a statement issued last week by the 
Ministry of Health said that there was evidence of some 


1. Logan, W. P. D., Benjamin, B. General Register Office: Studies 
on Medical and Population Subjects, no. 10. Tuberculosis 
Statistics for England and Wales, 1938-55. H.M. Stationery 
Office, 1957. Pp. 56. 4s. 


spread in the population locally: but no sign at present of 
any large build-up. Every indication so far was that 
the form of influenza this year was even milder than the 
types generally experienced in this country. Since the 
end of July the Asian-type virus strain had been isolated 
and confirmed in about a dozen instances. 

The statement added that the vaccine developed by 
the Wright-Fleming Institute of Microbiology was now 
at production. A well-known firm was also starting 
production of a similar vaccine. The crucial test was the 
actual degree of protection it gave, and that could only be 
determined in actual practice. There was, on present 
evidence, no medical necessity for general vaccination 
against so mild an infection ‘‘ and indeed it would be 
very difficult.” . 

In the United States, on the other hand, plans are 
being prepared for mass inoculations. First tests have 
shown that the American vaccine affords “‘ definite but 
not complete ”’ protection. 


Poliomyelitis 


Uncorrected poliomyelitis notifications in the week 
ending Aug. 24 (34th week of the year) were as follows 
(preceding week in parentheses): , paralytic 188 (176), 
non-paralytic 175 (191); total 363 (367). 


Leeds Corporation Act 


In his latest annual report Dr. I. G. Davies, the 
medical officer of health, refers to the Leeds Corporation 
Act of 1956. 


Under this Act the procedure is expedited for dealing with 
buildings so defective as to be a menace to health, and the 
corporation is empowered to control by means of licences the 
use of land as sites for moveable dwellings. Proposals so to 
use land must be advertised beforehand so that interested 
persons may object. The Act restricts the length of time 
which any moveable dwelling may remain on a site. 


The Act empowers the corporation to prevent patients with 
active pulmonary tuberculosis from working with food, to seize 
and destroy birds in excessive numbers which are causing a 
nuisance, to provide aged and handicapped persons with meals 
in their homes, and to provide training-centres for the reable- 
ment of problem families. Excessive noise or vibration is 
declared a nuisance for the purposes of the Public Health Act ; 
it had been found that vibration caused by moving machinery 
was often complained of more than actual noise. 





1. New York Times, Aug. 28, 1957. 
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In England Now 


A Running Commentary by Poripatdle Coneagenhntle 


HEIGH-HO for the wide open spaces. The forecast was 
good and a holiday weekend before us. Wife, tent, 
children, and most of the contents of the larder were 
stowed in the car and a sixty-mile drive took us into the 
heart of North Wales by dusk on the Friday. Two miles 
along an insignificant side-turning was the perfect site— 
a National Forest just out of ignition-range, no sound 
save the gurgling of a stream and the occasional hoot of 
an owl, no sign of man or his habitation, and not a bull 
for miles. 

The children were bedded in the car with strict 
instructions not to sound the horn, and my wife and I 
constrained ourselves in sleeping-bags and many rugs. 
Camping and insomnia are synonymous to me but, dead- 
tired, I thought I would make it this time. I was just 
dropping off when the tent was lit up by approaching 
headlamps. Soon the soothing sound of water was over- 
powered by a medley of motor-car noises and voices. 
Other guests seemed to arrive all night and, although 
there must have been countless acres of unsullied country 
to choose, daylight revealed that seven other human 
beings had decided to sleep within a radius of fifty feet 
of us. However, no-one said ‘‘ While you’re here, 
doctor ’ and we journeyed deeper into Welsh Wales 
and magnificent Snowdonia. The language gives the 
illusion of foreign parts, but there is the embarrassment 
of feeling that the inability to comprehend is one-sided. 
I had heard others tell of this problem, and on meeting 
it for the first time I countered with a rapid volley of 
Malay to my wife. I think it foxed them. 

We spent the second night by the sea. The sand got 
everywhere, but the neighbours we attracted almost got 
tangled up in our guy-ropes during their nocturnal tent- 
pitching activities. One group talked all night. It 
started to rain next evening. Dry sand is bad enough, 
but wet sand is the limit. We struck camp and drove 
ninety miles home. Fair-weather campers we may be, 
but doubtless a good scout would find better things to do 
than try to read War and Peace for twelve hours to the 
sound of rain on a canvas roof and the frustrated energy 
of two small children who are not charitably disposed to 
one another. 

* * + 

How diverse are the opinions of infants’ faces. After 
visiting the maternity hospital I counted up the views 
on my newborn son: 

Nurses and Doctors 
midwives Tory Lab. 


** Just like his mother” .. ie 5 0 0 

* Just like his father ”’ wy 5 0 0 

* Like Sir Winston Chure shill ’ ae 0 l 0 

** Like Aneurin Bevan’”’ .. os 0 0 l 

* Don’t know ”’ ‘a 4s ot 0 0 0 
* * * 


Archeologists have produced many interesting and 
complex theories about the motives of the prehistoric 
cave-painters of Lascaux, Altamira, and Les Eyzies. In 
the course of decorating my own dwelling I have at last 
realised the true simple explanation. Prehistoric man 
was told to paint his cave by prehistoric woman. I 
don’t know whether my ancestors were told to prepare the 
cave-surface before painting it, but some of the shapeless 
flint implements found in the cave floors were possiply 
intended for that purpose. 

* * ” 

Last week I received word from the county council 
that an elderly man, living with his daughter, was an 
applicant for admission to a county-council home, but 
had withdrawn his application. I was asked to check 
the circumstances. A visit was duly made. His appli- 
cation had been made without his daughter’s knowledge, 
and she explained: ‘‘ He’s my Dad—he’s a confounded 
nuisance to look after, and I’m not going to have him 
bothering the county council or anyone else; so I can- 
celled his application.” 

* * * 


‘Oh yes, he’s quite good at 


” 


Overheard in the hospital.- 
washing up, but he has a central scotoma for pots and pans. 
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Letters to the Editor 


CONSULTANT AND SPECIALIST 


Srr,—If we are to deal with the senior-registrar problem 
we must first define it accurately ; it is not simply that 
there are too many of them. The situation we have to 
tackle is—that there are very many men in the senior- 
registrar grade whose skill and experience are absolutely 
indispensable to the hospital service, and that the 
majority of them are doing work indistinguishable from 
that of consultants. Treatment of the condition should, 
if possible, be curative, not palliative. If we are radically 
to cure this condition we must first find the cause. Why 
have these men, though graded senior registrar, to act as 
consultants ? 

Examination of the applications from senior registrars 
for consultant posts throws light on the subject. It will 
be found that the consultants with whom they work are 
holding, in most instaness, appointments in more than 
one hospital. They are therefore unable to provide the 
full consultant cover now considered in the Health 
Service to be essential in all hospitals, and this is done 
for each consultant by two or more senior registrars. The 
pattern of hospital staffing is changing from that of a 
very much part-time consultant with a senior registrar 
and houseman, to that of a virtually full-time consultant 
with registrar or senior house officer and houseman. The 
two methods of staffing can be seen in the same hospital. 
The changing pattern of staffing will continue inevitably 
and the second is the method of the future. As the older 
consultants leave the service, each will make room for 
two or more new consultants, and at the same time, the 
need for the senior registrars who are doing much of 
their*work will disappear. If the senior registrars could 
be kept in cold storage for a few more years, they would 
get consultant posts. Having considered the cause of 
the condition, what can we do about it ? 

The purpose of this letter is to suggest that we should, 
in justice, speed up the changes in staffing structure 
while we still have a large body of highly skilled and 
very senior, senior registrars who would make it possible 
to bring the changes about. No time-consuming review 
of hospital staffing is necessary ; it would become hope- 
lessly involved with questions of lack of accommodation 
and facilities. Instead, let the appointments of all 
consultants who have senior registrars be reviewed, and 
meantime, perhaps, such a consultant will review his 
own activities. In many instances there would be a case 
for asking him to say to which hospital he would be 
prepared in the future to give proper consultant cover 
and more sessions. Many senior-registrar posts could then 
be abolished and new consultants appointed instead. 
The multiple-appointment consultant could retain his 
link with his other hospitals, but his sessions and beds 
in these hospitals would be cut and given to the new 
consultant. In other cases, and probably only in the 
largest hospitals, there might be a place for an additional 
full consultant with the temporary title of assistant 
consultant. There would be difficulties but they could 
be overcome, and while these new appointments were 
being made the position of any temporarily displaced 
registrars could be safeguarded. In this way, and’ taking 
into account the few consultants who might retire in 
July, 1958, we would cure the senior-registrar problem ; 
and no-one would lose any sessions. 

There is, of course, agreement that those with great 
reputations and special skills must be available when 
needed ; but this letter is a plea that we examine a 
method of staffing which is a relic of the past and which 
will in any case slowly die a natural death, but which 
enables a pre-health-service consultant to practise in 
widely separated areas only because he has grossly under- 
paid senior registrars carrying his Health Service con- 
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sultant responsibilities. The matter of the senior registrars 
is desperately urgent. Let us stop blaming the Ministry 
and the regional boards and work for an early solution of 
this problem. 

You will be aware, Sir, that your correspondence 
columns would more accurately reflect the views of the 
profession if there were a different method of recognising 
merit. 

CONSULTANT. 


Srr,—May I reply briefly to one or two points in letters 
in your issue of Aug. 17 that commented upon mine of 
the previous week ? 

In the letter by ‘‘ Senior Registrar ’ there seems to be 
exhibited the stress of feeling and anxiety that must 
affect most persons who have served so long in that grade. 
His letter generally seems a little incoherent and inconse- 
quential but I am glad to note that he says that ‘‘ few 
will disagree that consultants in the future must do much 
of tie work at present relegated to registrars.” This 
was a main point that I was making. ‘‘ Senior Registrar ”’ 
shows his confusion when he then asks whether it involves 
any, difference of principle whether we have ‘‘ young 
consultants,” ‘‘a stooge grade of subconsultants,” or 
security of tenure for present senior registrars. Of course 
it does ! 

The difference is fundamental and was another main 
point that I was making. A young consultant is perma- 
nently employed on fair terms and, in due course, by 
the passage of time alone, becomes the senior member 
of a ‘‘ firm ’’—his whole career is ensured with proper 
status throughout. A stooge subconsultant will be doing 
the same work as a young consultant but on inferior 
terms with inferior status and with no ensured future. 
He will rightly feel exploited all his working days, 
especially the older he gets. He will also be supposed to 
be working under consultant supervision although, in 
practice, this is most unlikely. For difference of principle 
between him and the young consultant note my quotation 
from Spens on the “ assistant ’’ consultant. The senior 
registrar with security of tenure will suffer the same 
disadvantages only much more so. 

I hope ‘‘ Senior Registrar’? noted Mr. J. A. Kerr’s 
point, which I agree is correct (granted that there is no 
corresponding expansion of the registrar establishment)— 
that is, that two million pounds per annum would be, at 
most, the cost of employing as consultants all those 
senior registrars who are doing, unsupervised, consultants’ 
work. This is a small sum in a hospital service costing 
four hundred million pounds per annum. 

A word about the short note from my friend, Dr. 
Stephen Whittaker. It is in the main clinical streams of 
medicine and surgery where we must strive always for 
the highest professional standards and never compromise 
with them. If unfitness to be in general practice is to be 
a prime qualification for a senior permanent appointment 
in hospital in these streams, what standards we shall 
have. To burnish such people until they shine suggests 
to me that Dr. Whittaker would be very gifted in running 
a mock auction. 

This gives me the opportunity of clearing up one final 
point. No-one disputes that there is a place for a career 
grade lower than consultant in certain narrow and routine 
hospital work outside the main clinical streams—e.g., 
medical custodial work in chronic psychiatric institutions. 


London, W.1. T. RowianpD HILx. 

Smr,— What a pleasure it was to read the forthright 
letter by Senior Registrar (Aug. 17) in reply to Dr. 
Rowland Hill’s curious analysis of the problem of hospital 
medical staffing. There is a good deal of evidence that the 
Ministry of Health is only too anxious to solve the 
problem, and when the history of this sad affair comes to 
be written it may well be seen that our negotiators are 
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at fault rather than the Ministry. How else is one to 
explain the anomalies in the published accounts of the 
negotiations? To give but one example, the Central 
Consultants and Specialists Committee, after hearing the 
views of registrars, agreed to put forward a modified 
version of the Strachan Committee recommendations, 
which included a permanent intermediate grade; but 
when the Ministry apparently showed signs of accepting 
this, further negotiations were called off on the grounds 
that such a step—the creation of an intermediate grade 
—would result in a dangerous precedent, which might 
lead to exploitation of the profession. 


The reason I write is that ‘‘ Senior Registrar ’’ did not 
offer any views on what is to be done: There are, I 
believe, two aspects to the problem. By far the most 
urgent is the short-term question of ‘‘ transitional’ and 
‘* time-expired ’’ senior registrars. Since these men are 
in many cases no longer short-listed for consultant posts, 
the official opinion—-implicit in Dr. Rowland Hill’s 
remarks—is that they are unworthy of promotion. Yet 
if their present work, which differs little from that of the 
consultant, is considered satisfactory, and their long 
tenure attests to this, then surely they are entitled to 
some advancement. In some regions these men are 
shortly to be dismissed from the health service (a step 
that cannot be too strongly condemned), and they would, 
I am convinced, welcome the security of tenure and rising 
salary envisaged by the immediate creation of an: inter- 
mediate grade of hospital medical officer. These appoint- 
ments would have the added advantage of doing away 
with senior-registrar posts at peripheral hospitals, which 
cannot now be regarded as trainee posts, and from which 
it is patently impossible to attain consultant status. 
As a safeguard against exploitation the appointments 
should be open to review in, say, five years’ time. 
Alternatively, if they are to remain a feature of the 
health service it might be possible to stipulate that 
future consultants would normally be appointed from 
them, and they should automatically carry rights of 
succession as they have done in the past. 


The negotiators are apparently agreed that the first 
requirement for a long-term solution is the creation of 
more consultant posts. ‘‘ Senior Registrar” says that no 
application for a new consultant appointment has been 
refused by the Ministry. Does anyone know if the 
Ministry has ever actually been asked by the profession 
if it would agree to the creation of the necessary number 
of extra consultants in the major specialties of medicine 
and surgery ? We are told that it is a question of money, 
but it is common knowledge that the cost would be 
negligible. There is a need here for an independent lay 
committee to review hospital staffing. Such a committee 
would have two advantages—time and lack of bias. Its 
terms of reference might include the number of sessions 
currently being undertaken by consultants and the 
amount of consultant work being done by registrars. 
Senior-registrar posts should in future be confined 
almost entirely to teaching hospitals, and on no account 
should any new posts be created. There is still a case, 
I think, fer combined appointments with peripheral 
hospitals, but these would be more profitable at the 
registrar level. Finally, a limited number of inter- 
mediate posts might be retained, with the provisos set 
out above. 

Registrars, I am afraid, are beginning to lose confidence 
in those who profess to have their interests at heart, but 
who have failed to provide a solution over the past six 
years. There is a growing feeling that if negotiations 
continue to reach a deadlock, we may have to plead our 
own cause with the Ministry, at the same time being 
prepared to accept any solution rather than to lose the 
chance of a worth-while and secure job in the hospital 
service. What we lack is a strong, united, and authori- 
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tative voice, and we are grateful to you, Sir, for the lead 
you have given in your columns. 
I regret that I feel obliged to sign myself as yet 
ANOTHER SENIOR REGISTRAR. 


DEFICIENCY OF AN EXTRA-THYROID ENZYME 
IN SPORADIC CRETINISM 

Srr,—I was interested in the article by Dr. Hutchison 
and his colleagues (Aug. 17). A valid clinical observation 
showing that hypothyroidism may be unresponsive to 
thyroid powder and react favourably to treatment with 
triiodothyronine would provide important information 
upon a controversial issue. 

The step from there to a conclusion that there is a 
deficiency of extrathyroidal enzymes, however, requires 
more direct evidence. An explanation would be needed 
for the low pretreatment serum level of protein-bound }*7 I 
if it is to be assumed that thyroxine is produced 
normally. Further, one would like to be informed about 
the serum-P.B.1.127 level obtained in the course of dry- 
thyroid therapy, for proper assessment of the efficacy of 
such therapy in terms of intestinal absorption. It seems 
curious that large doses of thyroid powder, which would 
presumably contain traces of triiodothyronine, should be 
ineffective. 

Lastly, it is my belief that absence of enzyme activity, 
let alone absence of the enzyme itself, may be postulated 
with some confidence only if its presence cannot be 
demonstrated in tissues where it can be shown to be 
present in normal people. In this department?! it has 
been possibie to do so for dehalogenase, first in one patient 
and recently again (unpublished) in a member of another 
family, so that we now feel confident about the validity 
of the postulated nature of this particular form of hypo- 
thyroidism. 


University Hospital, 


Leiden, Holland. A. QUERIDO. 


Srr,—The account by Dr. Hutchison and his col- 
leagues of an example of cretinism relieved by triiodo- 
thyronine but not by thyroxine prompts me to record a 
parallel case which I have been able to observe closely 
without the opportunity for proper clinical investigation. 


An unmarried woman in her late thirties had suffered for 
many years from a variety of symptoms, most of them vague 
and transitory. Ubiquitous aches and pains, sensations of 
pressure or constriction especially around the throat, weakness 
affecting various parts of the body, and transient inability to 
read were complaints at different times and were described in 
a highly coloured and fanciful manner. She mentioned also 
that she had once had a complete paralysis of her legs for some 
days. It was not difficult to diagnose hysteria. 

A few further signs, however, were observed. She was thin 
with a poor appetite, constipated, very intolerant of cold 
weather, and had perpetually cold hands; she was slow in 
action and thought, her skin was dry, and her hair tended to 
fall out ; menstruation was irregular. 

A trial of dry thyroid (gr. !/, daily), far from improving her 
condition, made her, within a few weeks, distinctly worse. 
Headache, depression, and weakness were the predominant 
complaints and she spent longer in bed each day. A complete 
breakdown seemed imminent. 

A switch was then made to triiodothyronine starting with 
20 wg. daily and increasing to 80 ug. Improvement was rapid 
and dramatic and has been maintained on the latter dose for 
almost a year. Not only are the somatic elements of her 
condition relieved but her whole personality has changed. 
She is now alert, industrious, and cheerful. Her weight has 
increased and her periods are regular. She seldom has any 
complaints but those she has—an occasional headache, for 
example—she now describes in an objective and rational 
manner, totally unlike her previous exaggerations and fan- 
tasies. 


It is of interest that her mother is stated to be lacking 
thyroid and a brother is mentally abnormal, but two 


1. Querido, A., Stanbury, J. B., Kassenaar, A. A., Meijer, J. W. 
J. clin. Endocrin. 1956, 16, 1096, 
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sisters are apparently normal. The condition suggests a 
defect, possibly familial, in the deiodination of thyroxine, 
less severe than in the case described by Hutchison et al., 
but compatible, perhaps, with the syndrome of “ non- 
myxceedematous hypometabolism ”’ described by Kurland 
et al.2 It is a pity that circumstances prevent a full 
investigation of the metabolic abnormality in this case. 


Royal Marsden Hospital, 7 - 
London, S8.W.3. M. E. M.. Bar. 


HEXYLRESORCINOL IN THE TREATMENT OF 
ARTHRITIS 


Sir,—I was glad to see Dr. Lipkin’s work on this 
subject published in your journal of Aug. 24. I was 
privileged to see some of the results of his treatment 
and they were undoubtedly impressive. 

I have followed this régime in a number of my patients 
of whom there are too few as yet to report, but I feel 
extensive trial of this treatment is merited. 


Liverpool. S. Hitman. 


HYPOGLYCEMIC ATTACKS IN NORMAL 
INDIVIDUALS 


Sir,—I think I should have enlarged the title of this 
letter to ‘‘ hypoglycemic attacks in normal individuals 
induced by unusual (if not actually abnormal) beha- 
viour.”’ The following is an example : 


In 1925, I was having a holiday with my wife at Sulden 
(Soldano). One morning I arranged to cross the Sulden 
valley and mount the ridge which separates it from the 
Trafoi valley. This ridge forms part of the base of the 
Ortler mountain and leads on to the left to the Payer Hut,* 
through which nearly everyone passed on their way to the 
Ortler summit. When I reached the ridge, it was only a short, 
almost level, walk to the hut, but I suddenly felt almost 
powerless, and had to lie flat on my back hoping that someone 
would pass that way. But no-one came, and after a time I 
crawled along the path, with my legs feeling like lead, to the 
hut, where I knew I could get provisions. Hot tea with 
milk, alcohol, and plenty of sugar made me in a few minutes 
a different being. I felt in such good spirits that I descended 
on the other side of the ridge to Trafoi and was able to share 
@ motor-car with a German lady and her son around the base 
of the mountain, back to Sulden, which I reached about 
8 P.M. 


Recently, after going over these data with my friend, 
Dr. Hugo Rast, I came to the conclusion that the attack 
just before reaching the Payer Hut was almost entirely 
of hypoglycemic origin, and could have been prevented 
had I had sandwiches, a pocket cognac flask, sugar or 
glucose with me—or had I made use of an excellent 
restaurant-hut which I passed on the way. 

The experience gained by this incident did not prevent 
me, under pressure of circumstances, from making 
mistakes in the arrangement of excursions, leading to 
distressing results, which I now regard as of more or less 
hypoglycemic origin. Indeed I consider myself as an 
expert in arranging conditions which lead to attacks 
almost certainly partly of hypoglycemic origin, though 
less typical than the example which I have just described, 
but it would be tedious to enter into the details of each 
case as thoroughly as would be necessary. 


My conversation with the German boy and his mother on 
the way back to Sulden, made me almost as enthusiastic as 
the boy himself to get to the summit of the Ortler on the 
next really fine morning. Two or three days later I was 
fortunate enough to obtain the service of the last available 
guide at the Payer Hut (no guide was allowed to take more 
than one person). He rushed me to the summit, and like 
most others I was so breathless that I could not really close 


2. Kurland, G. S., Hamolsky, M. W., Freedberg, A. 8. Ibid, 
1955, 15, 1354. 

* The Payer Hut is named after Julius von Payer, who in 1865, 
together with Dr. von Mojsisovics, ascended to the summit of 
the Ortler by a new way. 
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my mouth, until I was at the top. He told me that he had 
overheard a gentleman say (referring to me), “ Not bad for 
an old man—nicht schlecht fiir einen alten Mann’’; that 
was the first time that I found myself alluded to as an old 
man. Baedeker says that the top of the Ortler is sometimes 
termed the Schnaufenspitze, because of the breathless conditon 
of the climbers when they arrive at the top. Probably some 
of the guides are anxious to get down to the Payer Hut again, 
to take up another climber. 

London, N.W.1. F. Parkes WEBER. 
WOMEN IN PRISON ON ‘‘ ATTEMPTED SUICIDE ” 
CHARGES 

Srr,-—Dr. Glatt (Aug. 24) has referred to the treatment 
of the 10 neurotic and 8 psychopathic women in the 
group of 24 suicidal alcoholics described in my article of 
July 27. 7 of the neurotics were recommended for 
psychiatric treatment (4 as inpatients and 3 as out- 
patients). Among the psychopaths, 1 was recommended 
for certification as insane, 1 was certified as insane during 
her sentence, and arrangements were made for 2 to have 
inpatient treatment at the conclusion of their short 
sentences. So more than half were recommended for 
psythiatric treatment. 

Dr. Glatt also raises the bigger question of the treat- 
ment of the alcoholic offender in prison. Two: thain 
difficulties arise. Firstly, the prison group of women 
alcoholics includes many whose intelligence and person- 
ality render them unsuitable, or they are unwilling, for 
treatment ; secondly, their sentences are usually so short 
that where psychiatric treatment is indicated, it has to 
be arranged to follow their release. Those alcoholics, 
who have sufficiently long sentences, on account of a 
more serious charge, have the opportunity of psychiatric 
treatment during their sentences, if they are suitable. 
But it must be admitted that the treatment of the 
majority, for whom short sentences have little deterrent 
or constructive purpose, presents a largely unsolved 
social problem. 

I should like to thank Professor Stengel for his letter 
(Aug. 3) and for his correction of a faulty reference. 


H.M. Prison, , 
Holloway, London, N.7 P. Epps. 


TREATMENT OF THE ANAZMIA ASSOCIATED 
WITH KWASHIORKOR 


Sir,—We were interested to read of the experience of 
Dr. Trowell and Dr. Simpkiss (Aug. 10) because of our 
somewhat similar experience. We also have seen a fall 
in hemoglobin in spite of oral iron administration during 
the initial phase of protein and fluid replacement. In 
some cases treated with intramuscular iron this fall has 
not occurred and a satisfactory rise in hemoglobin 
has resulted. 

In other cases, however, a satisfactory response has 
only been obtained with folic-acid administration and 
nearly always these patients have shown specific hema- 
tological features. Examination of the peripheral blood 
has not usually been helpful. Significant macrocytosis 
has not constantly been found. On the other hand, the 
bone-marrow has shown striking and specific changes in 
both the erythroid and myeloid series. Erythropoiesis 
is megaloblastic, although the morphology of the erythro- 
blasts does not always conform to the classical descrip- 
tions. Hemoglobinisation is frequently delayed and poor 
in contrast with what is seen in pernicious anzmia. 
Large vacuolated myelocytes and metamyelocytes, 
together with giant ‘‘stab”’ cells and macropolycytes, 
are constantly seen. It is usually possible to forecast a 
response to folic acid on morphological grounds. These 
marrow appearances correspond closely with those 
described in similar patients in Durban. 


1. Walt, F., Holman, 8., Hendrickse, R. G. Brit. med. J. 1956, 
i, 3 
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Some varieties of West Indian pea have a high folic-acid 
content.? Although peas are commonly eaten by adults 
in Jamaica, there is a popular belief that they are harmful 
to young children and consequently they are not included 
in weaning diets. This may be the explanation for the 
occurrence of folic-acid deficiency. In this context it 
may be significant that megaloblastic anemia of preg- 
nancy appears to be rare in Jamaica, although subnutri- 
tion is common. We wonder whether peas are included 
in the diet of children in Uganda during the period after 


weaning. 

E. H. Back 
B. D. BowER 
J. E. MaciIver. 


University College of the 
West Indies, 
Mona, St. Andrew, Jamaica. 


MISNOMER NIGHT’S DREAM 


Sir,—With due respect I would point out that the 
Athenian bellows-mender, mentioned in your note of 
Aug. 24 (p. 394), was ove Francis Flute, with whom I 
would much rather not be muddled up, if you don’t 
mind. 

Norfolk. PETER QUINCE. 

*.*To all bellows-menders and carpenters, our 
apologies.—Ep. L. 


ORGANIC FERTILISERS AS A SOURCE OF 
SALMONELLA INFECTION : 

Sir,—Many will find Dr. Walker’s article (Aug. 10) 
very interesting, and a valuable piece of research on 
salmonella infection in man and animals in this country. 
But the impression might be given that Dr. Walker 
considered that human beings may be infected through 
the medium of vegetables, and I am sure that most epi- 
demiologists consider this highly unlikely. 

Vehicles in food-poisoning outbreaks were given by 
Sir William Savage * ‘and in the Monthly Bulletins of the 
Ministry of Health, together covering the period 1919-55. 
Meat, canned foods, milk, milk products, eggs, shellfish, 
and sweetmeats were listed as the vehicles. 

Sir William Savage’s article further emphasises that 
one important factor to be considered in relation to the 
vehicle is its suitability for bacterial multiplication. 

It occurs to me that salads, &c., are usually washed 
before consumption, and, except when home produced, 
may not be eaten for twenty-four hours. Is the 
lettuce or radish a suitable medium for bacterial growth ? 
Are potatoes, cabbages, and the like, vehicles for sal- 
monella infection by human consumption ? 

These are important questions, for large numbers of 
salmonellz appear to be necessary to cause food-poisoning, 
and this usually involves multiplication outside the 
human body. 

However, if Dr. Walker restricts his hypothesis to the 
infection of cows, pigs, sheep, poultry, and game which 
may feed on infected vegetables or fertilisers, then few 
will disagree that this is a possible source of salmonella 
infection. His article does not quite make this point clear. 
L. R. L. Epwarps 


Public Health Department, 
Medical Officer of Health. 


Beckenham, Kent. 


Srr,—As a layman may I comment on Dr. Walker’s 
article? If the samples were subdivided into groups 
showing different treatment-processes, such as those with 
single or double-stage anaerobic digestion, those with 
surplus-activated sludge containing aerobic organisms, 
those with high-temperature heat treatment, &c., then 
the statement that 54% of the dried-sludge samples were 
positive would not be so misleading, and might not 
frighten the public into not using a very valuable 
fertiliser. 


2. Butterworth, C. E. Peepeees Zepepeaienticn. 


3. Savage, W. J. prev. Med. . 
4. Savage, W. Brit. med. J. 1958 ‘ii, 317. 
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Unfortunately many local authorities give either only 
partial treatment or none at all to their sludge, and I do 
not think that this type should be confused with that 
receiving full extensive treatment. 

London, 8.W.19. G. E. TucKER. 


ADRENALINE FOR VOMITING OF PREGNANCY 


Srr,—A recent letter from Dr. Eccles (Aug. 3) drew 
attention to a ‘‘ forgotten” treatment of vomiting of 
pregnancy by the oral administration of adrenaline. 
Such a treatment would not appear to fit in with the 
currently accepted views of the hormonal causation of 
vomiting of pregnancy. Nevertheless we have had, over 
the past two years, a considerable number of letters from 
medical men reporting their observations that ‘ Bovril’ 
is very effective in the treatment of this disorder. As 
our research department is carrying out new investiga- 
tions into the chemical composition and physiological 
effects of Bovril, we would welcome any information 
from your readers relevant to this subject. 

We already know from our chemical investigations that 
this product derived from animal muscle contains a very 
large number of substances of physiological interest.} 
What is not known is the physiological effects of many 
of these compounds if given by mouth. It is possible 
that a collection of clinical impressions might point the 
way to opening up this field. 

Bovril F:esearch Laboratories, 


London, E.C.1. A. E. BENDER. 


TREATMENT OF HIRSCHSPRUNG’S DISEASE 

Srtr,—Mr. Cooling (Aug. 3) seems unjust in his criticism 
of Mr. O’Donnell’s letter of July 20. 

Mr. O’Donnell did not ‘*‘ condemn State’s operation out 
of hand.” He gave his reasons for preferring the Swenson 
procedure, for which large-scale and careful follow-up 
studies are available, and suggested that the proponents 
of State’s operation should match them with a similarly 
critical review. 

It is true that Mr. Wyllie * made the point that dis- 
section on the muscular wall of the rectum is time- 
consuming in the absence of a ready plane of cleavage. 
Nevertheless, patient dissection is all that is required to 
achieve the mobilisation. The position can be quite 
different in the secondary operation when the fixation 
of the rectum to the surrounding tissues is much firmer 
and can become hazardous instead of merely tedious. 

But Mr. Wyllie* has undoubtedly produced the 
important reason for considering as potentially dangerous 
Mr. Cooling’s advice to try State’s operation first. It is 
that Hirschsprung’s disease may kill the patient.- The 
question is not one of growing up “‘ constipated or not ” 
but of growing up at all. Mr. Cooling is probably hitting 
the nail on the head when he suggests that the children’s 
hospitals get the early severe case and the rectal hospitals 
the case in which the patient has survived to adult life. 

Nor do I feel that Mr. Wyllie is required to ‘‘ explain 
why the results of this (Swenson) operation are not as 
good as one would hope for on theoretical grounds.”” On 
the pathological basis of an aganglionic segment the 
Swenson procedure is a rational way of relieving the 
condition. But the question remained—how well could 
continence be maintained after such a radical removal of 
the distal rectum? I would have thought that the 
surprising thing was how well these children manage 
without this specialised piece of bowel, for most of the 
troubles referred to were temporary and minor ones. 
Certainly in my experience the parents (and children too 
when old enough) have thought them trivial in com- 
parison to the misery of Hirschsprung’s disease. 

H. H. Nrxon. 


Beckenham, Kent. 


1. Biochem J. (in the press). 
2. Wyllie, G. G. Lancet, 1957, i, 1143. 





ETIOLOGY OF PRE-ECLAMPSIA 


Str,—Since my letter of June 1, Caldeyro-Barcia et al.* 
have recorded a much larger series of severe cases of 
hydramnios than we have been able to study here. In 
some of their patients the intra-uterine pressure was 
raised above normal, and they were able to reduce the 
pressure by withdrawing up to 5 litres of fluid. Our 
patients were not so distended, and this may account for 
our differing pressure measurements, to which Mr. Sophian 
draws attention in his letter of July 13. 

The question of hydramnios does not, I think, affect 
the main argument concerning the réle of myometrial 
activity in pre-eclampsia. 

University College Hospital, 


London. C. N. Smytu. 


RECURRENT APHTHOUS STOMATITIS 

Sm,—Your annotation of Aug. 10 interested me 
considerably. 

Being myself in dental practice, a large number of 
patients with aphthous ulcers come my way. Unfor- 
tunately, small lesions of the oral mucosa, differing in 
pathology, often simulate each other, with the result 
that the terminology tends to be confusing. 

However, the prevalence of the condition and the 
periodicity as described by Sircus et al. make it seem 
likely that this is the aphthous ulceration seen so 
frequently in the dental surgery. 

For the past six or seven years I have been prescribing 
an oral anti-histamine for the condition, and so far as I 
can remember no case has failed to respond. The dis- 
comfort disappears in 24-36 hours, though the ulcers may 
take 4 to 5 days to heal completely. This compares with 
an average of 10 days in untreated cases. ‘ Ambodryl’ 
(25 mg. b.d.) has proved most successful because of its 
lack of soporific effect. 

Perhaps the cure suggests the cause; it may at least 
point the way for further investigation. 


London, S.W.7. JoHN G. OWEN. 


REFLECTIONS ON MEDICAL TRAVEL 


Str,—I have read with interest Professor L. J. Witts’s 
two articles* on his recent visit to the Far East and 
the Antipodes. 

No less does the call ‘‘ Come over into Macedonia and 
help us”’ come from those of us who work in medical 
missions in Africa. In a recent issue of the Nursing Times 
there is an account of a nursing sister in Tanganyika 
doing a cesarean section for lack of a doctor. Here in 
a far less remote part our need is no less desperate. 


The work is among a primitive and backward people. We 
have 110 inpatients and an average of 30 outpatients daily. 
The general administration, dispensing, radiography, nurses’ 
lectures, emergency operations, and calls out to the district 
are all dealt with by one doctor. A large amount of work 
is left undone for lack of an assistant. This tale can be 
repeated by many Anglican missions in Africa. 

Time and time again we read of or hear from our colleagues 
of the difficulties of practice in the United Kingdom today. 
Where then is that spirit of service and of adventure, the 
enthusiasm for use of initiative, the real love of one’s fellow 
men ? 

There is joy in practising one’s profession where there is no 
question of overcrowding, where there is a real need for such 
help as one can give. There is the deeper joy of obedience to 
Our Lord’s command to heal the sick and there is also the 
joy of working side by side with the Church. On a pro- 
fessional level the work is extremely varied and full of interest. 


Are the young doctors of today so concerned with the 
security that the Welfare State offers them? History 
shows us that there is little if any security in this world. 
Is there no-one? Come over into Macedonia—into 


1. Caldeyro-Barcia, C., Pose, 8S. V., Alvarez, H. Amer. J. Obstet. 
Gynec. 1957, 73, 1238. 
2. Witts, L. # Lancet, 1957, i, 1291, 1343. 
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Africa—and help us, for our need is very great and the 
time is getting short. 

Information would gladly be given by any of the 
missionary societies of the Church. 

All Saints Mission Hospital, 
Transkei, Cape Province. 
THE NEWBORN INFANT’S OXYGEN-SUPPLY 

Sir,—While the Rappaport }-Jiykki? principle of 
pulmonary expansion in the neonate seems to be sound, 
I fail to see how it can be applied to hyaline-membrane 
disease, and I am in agreement with Dr. Brown’s criti- 
cisms (July 13, Aug. 3) of Dr. Bonham Carter’s views * 
on the genesis of this syndrome. Indeed, the congestion 
of the lungs is so great in this condition that a substantial 
component of the membrane is formed by lysed red blood- 
cellsa—as I have already demonstrated *~7—which, 
incidentally, would seem to establish beyond doubt (and 
more definitely than Gitlin and Craig * have done) that 
the membrane is an exudate from the pulmonary 
capillaries. 

Dr. Bonham Carter’s hypotheses fail to embrace the 
known effects of high oxygen tensions, diabetes, or 
hormones in promoting the development of hyaline mem- 
branes, and it is not at all clear to me how vena-caval 
pressures can be accurately or even speculatively relatéd 
to pulmonary capillary pressures.® Lastly, I must agree 
with Dr. Bonham Carter and Dr. Gunther 4° when they 
say that they are not clear that hyaline-membrane 
disease and all of the pulmonary syndrome are the same 
thing. If that.is the case, why coin new names before 
we understand what the basic mechanisms are ? 


General Hospital, 
Sudbury, Ontario, Canada. 


A NEW DISEASE ? 

Srr,—Like Dr. Roberts (Aug. 24) I was taught as a 
medical student that syphilis was described in the Old 
Testament. But the evidence adduced to me was 
Proverbs (x11, 4) where a virtuous woman is described as 
a crown to her husband, but she that maketh ashamed is 
as rottenness in his bones, or as some translations have 
it as pus in his bones. The description is no doubt meant 
figuratively ; but it was suggested that it must refer to 
gummata and not tuberculosis (which would not be 
common as a chronic condition allowing a man still to 
pursue his male habits). 

London, E.C.1. 


Sir,—Surely, the phrase, ‘‘ Till a dart strike through 
his liver” (Proverbs, vu, 23) immediately suggests the 
lightning pains of taboparesis to a medical reader—a 
thorough case-history having been given by the Bible 
in the earlier part of the same chapter. 

AYLMER J. CROMPTON. 


PavuLinE C. MARSHALL. 


Matruew J. G. LYNcH. 


C. 0. 8. BLytH BROOKE. 


London, W.C.1. 


Srr,—Although the late Prof. Haswell Wilson may 
have talked to his students with his tongue in his cheek 
about the remote possibility of Samson being a syphilitic, 
the fact that Dr. Roberts has put it on record (Aug. 24) 
justifies a challenge of the facts quoted. The Bible 
nowhere suggests that Samson ‘* announced that he could 
demolish the temple unaided.” Judges (xvi, 30) states 
that he did it, thus bringing down not only the pillars 
of the temple but also two pillars (asthenia and general 
paralysis of the insane) of this strange hypothesis. 


. Rappaport, I. Lancet, July 20, 1957, p. 148. 

Jaykkié, S. Acta pediat., Stockh. 1957, 46, suppl. 112. 
. Bonham Carter, R. E. Lancet, 1957, i, 1292. 

Lynch, M. J. G., Mellor, L. D. Ibid, 1955, i, 1002. 
Lynch, M. J. G., Mellor, L. D. J. Pediat. 1955, 47, 275. 
. Lynch, M. J. G. Ibid, 1956, 48, 165. 

. Lynch, M. J. G., Mellor, L. D., Badgery, A. R. 

. Gitlin, D., Craig, J. M. Pediatrics, 1956, 17, 64. 
. Bonham Carter, R. E., Bound, J. P., Smellie, J. Lancet, 1956, 
ii, 1320. 

. Bonham Carter, R. E., Gunther, M. Jbid, July 6, 1957, p. 45. 


Ibid, p. 602. 
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When there is only one record of a past event, as in this 
Bible story, there is scientifically no justification for 
picking out the bits of the record that suit our particular 
thesis. This lesson needs to be learned by medical 
professors, and by some theological professors. Perhaps 
they would be well advised to interpret this particular 
story as a warning on the fate of all Philistines. 


Otford, Kent. F. L. CLark. 


TRANSMISSION OF YAWS 

Srtr,—In the letter from the Widdicombe File (Aug. 10, 
p. 285) Harry Hawke asks why yaws is still confined to 
the tropics. But within the tropics it was rapidly dis- 
appearing under urbanised conditions long before the 
introduction of penicillin. Bismuth and‘ arsenic were 
useful and were widely used. 

The following are the conditions which favour the 
transmission of yaws : 

(1) A warm damp climate. 

(2) Little or no clothing—therefore skin exposed to 
abrasions, to flies, and to infections. 

(3) Infrequent or irregular bathing. 

(4) Minor trauma neglected. 

(5) Floors and compound persistently infected by discharge 
from lesions of feet, &c., from those who have yaws. 

(6) Overcrowded sleeping conditions. 

(7) Lack of treatment, so that gach case remains infective 
for a long time. 


Reversal of any of these factors will diminish the 
spread of yaws. 
London, S.W.12. 


EFFECT OF ANTIBIOTICS ON PURULENT SPUTUM 

Sm,—We are grateful for the helpful comments made 
by Dr. May and Dr. Oswald (Aug. 17) on our article of 
Aug. 3. We should, however, like to say that ours was 
intended primarily as a clinical paper, and the work was 
not undertaken as a bacteriological research project. 
We were aware of the value of multiple sputum examina- 
tions in determining the true bacterial flora in chronic 
bronchitis and bronchiectasis, but we were anxious to 
adopt a procedure which was likely to represent normal 
practice in the average hospital. In this respect we believe 
‘** routine” practice means a single pre-treatment speci- 
men. It should be mentioned that, though only a single 
specimen of sputum was used in our series, the specimen 
was examined very thoroughly. It was treated with 
pancreatin, films were examined, and two culture-plates 
(blood-agar and heated blood-agar) were used for each 
examination. With regard to our isolation-rate, we should 
point out that our figures refer to predominant growths, 
and the actual isolation-rate of the significant pathogens 
would have been considerably higher if ‘‘the mere 
presence ” of the organisms had been recorded. 

Dr. May and his co-workers have well established the 
importance of Haemophilus influenze and the pneumo- 
coeccus in chronic bronchitis and bronchiectasis, and 
this is now generally accepted. Dr. May and Dr. Oswald 
say that at their bronchitis clinic they now seldom 
examine the sputum bacteriologically, ‘‘ routine”’’ or 
otherwise, and that treatment is based on the 
assumption that both organisms are present. On this 
basis there would seem to be no place for penicillin alone 
as primary treatment, but our results with this drug, at 
least in chronic - bronchitis, suggest otherwise. They 
mention a case where one specimen of sputum showed no 
H. influenze but a seconé did, and the patient’s response 
to chemotherapy ‘‘ was completely in accord with the | 
supposition that H. influenza was the pathogen.” We 
are sure they would agree that in our 11 cases where 
H. influenze was cultured as a predominant organism 
the same supposition would apply. Penicillin, in one 
or two mega units daily dosage, should have been 
ineffective in these cases, as ‘‘ neither would suppress 
H. influenzae,” yet 6 of these 11 cases responded to 


CiceELy D. WILLIAMS. 
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treatment. Presumably the answer is that the pneumo- 
coccus was in fact the dominant organism, but this very 
presumption seems to support our statement on the lack 
of value of routine bacteriology in predicting response 
to treatment. Moreover, it is unlikely that examination 
of multiple specimens would have demonstrated this 
possible quantitative difference. Indeed it may be true 
that no bacteriology is helpful in predicting response to 
treatment in chronic bronchitis and bronchiectasis, as 
far as penicillin is concerned. 

Dr. May and Dr. Oswald have not expressed any basic 
disagreement with our article, and it is gratifying to 
know that they, too, do not base their treatment of 
infective exacerbations of chronic bronchitis and bronchi- 
ectasis on bacteriological investigation of the case—a fact 
which, if more widely appreciated, would relieve labora- 
tories of a large and unnecessary volume of work. 

Dr. Robinson’s remarks (Aug. 17) are, of course, very 
pertinent, and it would indeed be of interest to know 
more of the natural history of cases of chronic bronchitis 
with pus in the sputum. 

Respiratory Diseases Unit, A. C. DOUGLAS 

Norther ee I. W. B. Grant. 


A FATAL CASE OF CHICKENPOX 

Srr,—The following case seems rare enough to warrant 
description. 

A woman, aged 35, was admitted to this hospital with a 
moderately profuse vesicular rash, typical (in appearance and 
distribution) of varicella of four or five days’ duration. She 
was cyanosed and very shocked—temperature 96-2°F, pulse- 
rate 130 a minute, respiration-rate 50. 

Breathing was slightly laboured and she had a short dry 
cough. Generalised crepitations were heard over both lungs, 
but the percussion note was unimpaired. She was immediately 
treated with oxygen, intravenous fluids, injection of supra- 
renal cortex (‘ Eucortone ’), and antibiotics, but died next 
morning. 

At necropsy, there were scanty mucosal ulcers on the palate, 
base of tongue, epiglottis, and vagina. Throughout the 
cesophagus, trachea, and main bronchi there were scattered 
mucosal lesions 2—4 mm. in diameter with hemorrhagic centres; 
most were superficially ulcerated. There was a clear effusion 
(100 ml.) in the right pleural sac. The pleural surfaces of both 
lungs were studded with rounded, sharply defined, slightly 
raised opaque plaques, 2-4 mm. in diameter, mostly with 
hemorrhagic centres. The lungs were finely nodular on 
palpation, and there were many scattered solid reddish nodules 
(1-2 mm. in diameter) in all lobes, as well as generalised 
congestion and cedema. The peritoneum, stomach, and 
duodenum were normal. Six scanty mucosal lesions, resembling 
those on the dther mucous surfaces, were found in the ileum 
and colon ; none was seen in the jejunum or rectum. 

No other macroscopic abnormalities were found except for 
two rounded hemorrhagic lesions in the trigone of the bladder. 





Fig. |—Tracheal lesions in 
fatal varicella. 
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Fig. 2—Subpleura! lesions in fatal varicella. 


[sepT. 7, 1957 


Histologically, the crusted ulcerative lesions of the skin 
showed necrosis and leucocytic infiltration, involving the 
whole thickness of the epidermis. Inclusion bodies were not 
seen. There were focal exudation and necrotising parenchyma- 
tous lesions in all the lung sections examined. The affected 
alveoli were filled with fibrin and granular debris ; there was 
a cellular exudate with many macrophages, but polymorpho- 
nuclears were scanty and micro-organisms were not seen. 


There were some groups of necrotic alveoli near the centres of 


the larger lesions. Where the alveolar walls were preserved, 
they were lined by large cuboidal or rounded cells, sometimes 
multinucleate. At the periphery of the lesions some alveoli 
were lined by hyaline membranes ; between the lesions the 
alveoli contained cedema fluid. 

The lesions of the mucous surfaces were all shallow ulcers, 
with necrotic bases infiltrated by mononuclears and poly- 
morphonuclears in varying proportions. Occasional minute 
focal necroses were present in the splenic pulp. There was no 
histological evidence of encephalitis or myocarditis. 

No inclusion bodies could be found in any lesion. 

Culture of the lung was sterile. No viruses of influenza, 
variola-vaccinia groups, or herpes were isolated, and no cyto- 
pathogenic effects were seen after 3 passes (totalling 23 days) 
in HeLa-cell tissue-cultures. 


Except for the intestinal lesions, the necropsy findings 
resemble those previously described in fatal varicella. ? 

I believe that virus pneumonia is not uncommon in the 
acute stage of moderately severe chickenpox, especially 
in adults,* and in acute measles. It is sobering that such 
an everyday condition, always considered benign, can 
per se cause death in a healthy adult. 

My thanks are due to Dr. R. D. Clay, consultant pathologist, 
for the necropsy report, and to Mr. G. C. Flowers, senior 
technician, for the photographs. 

Infectious Diseases Hospital, 

Milton, Portsmouth. 
THE ARCHITECTURAL FUNCTION OF THE 
PULMONARY CAPILLARIES 


Str,—The recent articles and letters by Dr. Gunther, 
Dr. Bonham Carter, and others (June 22, July 6, 13, 20), 
dealing with the pulmonary capillaries and oxygen- 
supply of the neonate, were very interesting. Any valid 
discussion of pulmonary blood-vessels must be based 
on the fact that the lungs have two circulations—first 
the general, and second the lesser, which becomes 
important only at the time of birth. One must also 
take cognisance of the Law of the Thorax? (briefly, 
the thorax must not merely contain its viscera, it must 
fit them, and vice versa). 

Normally the newborn infant’s lungs fill the chest 
mainly by virtue of their mass of contained air, aided 
by the newly increased blood-volume in the lesser circula- 
tion. The foetal lungs, far from being collapsed, must also 
fill the thorax. They do, because their bulk includes 
a quantity of blood in the bronchial vessels equal 
to the mass of air which will occupy the residual 
capacity of the lungs, plus the increased blood 
volume which will fill the lesser circuit from the 
time of birth. It must be emphasised that, apart 
from the common feature of diminished air 
content, pulmonary collapse and atelectasis are 
entirely different conditions. 

While the pulmonary capillaries may have an 
erectile function, this hypothesis gains no support 
from the alveolar collapse incidental to thoraco- 
tomy. The total intrathoracic blood volume 
is diminished at the time of birth ** by 
contraction of bronchial vessels, &c.; thus, 


I. M. McLacHLan 
Physician -superintendent. 


1. Waring, J. J., Neuberger, K. T., Geever, E. F. Arch. 
intern. Med. 1942, 69, 384. 

2. Claudy, W. D. Ibid, 1947, 80, 185, 

3. McLachlan, I. M. Lancet, 1953, i, 1152. 

4. Baggot, M. G. Curr. Res. Anesth. 1954, 33, 1. 

5. Baggot, M. G. Ibid, p. 402. 

6. Baggot, M. G. Amer. J. Surg. 1953, 85, 184. 

7. Baggot, M.G. Mod. Med. Minneap., 1954, 22, 16. 
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a@ vacuum tends to arise within the chest, which would 
cause the entire thorax to collapse under atmospheric 
pressure. Instead, air at atmospheric pressure or more 
pushes through the trachea as the alveoli expand to 
obliterate the imminent vacuum. 

The size of the heart diminishes at the time of birth, 
because all intrathoracic organs share responsibility 
for filling and fitting the chest. Whenever the alveoli 
do not contribute, one or more of the other organs must 
make good the deficit. The neonate’s first inspirations 
relieve the heart of this antenatal duty. 


De Paul Hospital, ‘ : 
St. Louis, Missouri, U.S.A. M. G. Baaeor. 


A MODIFICATION OF THE TONGUE-PLATE OF 
THE BOYLE-DAVIS GAG 

Sm,—Dr. Doughty ! described a slotted tongue-plate 
of his design. In 19532 I described an endotracheal tongue- 
blade of similar nature but with the advantage that the 
depressor contained a complete tube, which held the 
endotracheal tube out of the surgical field. This is widely 
used in the United States today. 


Beverly Hills, P 
Calloraia. USA. RicHarp THOMAS BARTON. 


* CARDIAC ARREST DURING HALOTHANE 
ANASTHESIA 

Sir,—It would be unfortunate if the views expressed 
by Dr. Kay (Aug. 24) were to gain general acceptance. 
Any means whereby the accuracy of anzsthetic adminis- 
tration can be improved must surely be welcomed 
wholeheartedly. The mistakes of unskilled anesthetists 
are not likely to be reduced by inability to measure the 
concentrations of vapour employed. 

To date, cardiac arrest has been reported in five 
patients anzsthetised with halothane.*-* It is no coinci- 
dence that in each case some form of closed system was 
in use together with assisted or controlled respiration. 
The speed with which high concentrations of any vapour 
can be built up in such systems is not always appre- 
ciated, and in the absence of accurate instruments 
suitable for clinical use it is not always easy to emphasise 
this point. 

The logical answer to the problem raised is not the 
restriction or abolition of accurate measuring devices in 
anesthesia but the proper selection and training of 
anesthetists. 


Postgraduate Medical School, J.P 
London, W.12. . 


. PAYNE. 
SOME PRINCIPLES OF HOMCOSTASIS 

Srmr,—Like Dr. Hubble (Aug. 17), I have referred 
critically to the etymology of the term homeostasis,’ but 
I feel it should be remembered that the word otaouc has 
many meanings in Greek, only one of which is stagnation. 
Some of the other meanings include stability, state or 
condition, the posture of standing, constancy, position, 
and faction. 

Both the causal and the intransitive form of the verb totapoe 
are a lengthening of the radical gt¢%@), from which stems the 
noun stasis and many other similar derivatives, thus capable 
of possessing either the active or the passive sense. Therefore, 
OT&oLC may be taken to mean also stability with a more or 
less dynamic connotation. 

Furthermore, the prefix homceo- does not mean only “ of a 
like or equal ’’ as Dr. Hubble has taken it, but, amongst other 
things, it may denote ‘“‘ to the same.”’ 


So, by the (admittedly awkward) combination of prefix 
and noun in ** homeostasis,’’ Cannon tried to convey the 
notion of a return ‘‘ to the same stability ’’ whenever the 


1. Doughty, A. Lancet, 1957, i, 1074. 


2. Barton, R. T. J. Amer. med. Ass. "aia 153, 1017. 


3. Foster, C. A. Lancet, 1957, i, 114 

4. Chang, J., nla Per H. H., Gouwen, H. B. Canad. Anesth. 
Soc. J. 1957, 

5. Hudon, Fr. aT, = Clavet, M., Houde, J. Ibid, p. 221. 

6. Stephen, G.'R., Grosokreutz, D. C., Lawrence, J. H. A., Fabian, 
L. W., Bourgeois-Gavardin, M., Coughlin, J. Jbid, p. 246. 

. Jacobides, G. M. Adrenocortical Function in Puerperal Psychoses. 
M.D. thesis, Athens, 1956. 
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internal equilibrium was disturbed. True, in medical 
parlance stasis is used to mean only stagnation and 
apparently this is the association of ideas that the non- 
Greek reader may have when he reads ‘* homeostasis.” 
But the definition of homeostasis as the organismal 
tendency to keep the internal milieu in equilibrium 
leaves no doubt about its dynamic propensities and, as 
Dr. Hubble says, its meaning is well understood—despite 
the clumsiness of the term and the relative ambiguity of 
both its components. 
Maudsley eae, 


London, § 
PATIENT TYPES 
@ Srr,—Poland, my country, is no hell of course, but it 
is no paradise either, and such angels as the Zaborskis 
and the Czajkowskis from the consulting-room of your 
peripatetic correspondent (Aug. 3) are as desirable as 
difficult to encounter in our own consulting-rooms. I 
suppose that those patients who, with a stone as great 
as Mount Everest laying on their leg, smilingly permit 
amputation without anzsthesia are commoner in the 
novels of A. J. Cronin. It seems that Pithecanthropus 
erectus and his children (the world over) are more like 
the poor creatures in Oliver Twist or Nicholas Nickleby. 
Czarnké6w, Poland. PRZEMYSLAW OZEGOWSKI. 


ANTIGEN-ANTIBODY RESPONSES IN 
MULTIPLE SCLEROSIS 

Sm,—In your issue of May 18 Dr. Honor Smith and 
Dr. Ritchie Russell answer Le Vay’s (in my opinion) 
perfectly justified criticism of their experimental methods. 
They suggest the advisability of establishing a corps of 
volunteers prepared to submit to experiments carrying 
a certain risk. 

Apart from practical difficulties I believe this sugges- 
tion to be fundamentally wrong. The essential point in 
experimentation on human beings is not whether we can 
find persons willing to submit to the hardships and risks 
involved, but whether the doctor can assume responsi- 
bility for what he is doing. In this connection this seems 
to me to be possible only. when he is reasonably convinced 
there will be no untoward consequences for the person 
concerned and if so these will not be out of his control, 
now or for. the future. 

I would fully endorse Mr. Le Vay’s ‘sceptical attitude 
towards really voluntary collaboration of volunteers in 
this respect. 

Den Dolder, Netherlands. R. J. HAMBURGER. 


PAIN AND PARALYSIS AGITANS 

Sir,—Pain is not a feature of parkinsonism, but I know 
two patients with pain in the extensor muscles of the 

ack. Fortunately the pain is amenable to treatment ; 
but this must be continued indefinitely. Three treat- 
ments have been tried : 

(1) Hydrotherapy with naturally radioactive water. The 
pain vanished after the first treatment, but recurred (less 
severely) on returning home. 

(2) A corset, with fixed points in the upper chest and hips, 
was successful but awkward to use, and I never got used 
to it, even after 3 years’ trial. 

(3) Massage twice a week relieves the pain, which recurs 
when the masseur takes his holiday and is relieved when he 
returns. The massage is partly general (with a tonic effect) 
and partly directed to the painful spots. 

The most successful drug is stramonium, combined 
with benzhexol (‘ Artane,’ ‘ Pipanol’). The enormous 
doses of stramonium inevitably lead to poisoning. 
Constipation is. followed by frequent normal stools 
and vomiting of mucus in the early hours of the morning. 
The stramonium is withheld for a few days, then given in 
smaller doses. An old herbal recommends cowslip, and I 
wonder if cowslip wine would help. 

I would recommend a typewriter, which counters the 
sense of dumbness and keeps the fingers moving. 

A MEDICAL SUFFERER. 


G. M. JAcoBIpDEs. 
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Obituary 


CHARLES DAVID READ 


Kt., M.B.N.Z., P.R.C.O.G., F.R.C.S., F.R.C.S.E., 
F.R.A.C.S. 

Sir Charles Read, president of the Royal College of 
Obstetricians and Gynecologists, who died on Aug. 21, 
had an unusual combination of qualities: besides being 
a surgeon of the first rank and an outstanding post- 
graduate teacher, he was an able administrator ; and his 
genervusity and charm won him the esteem of his associates. 

Charles David Read was born at Dunedin, New 
Zealand, on December 22, 1902. He studied medicine, 
at Otago University, which he entered in 1920, qualifying 
M.B. in 1924. Two years later he came to London, where 
initially he was house-surgeon and resident surgical 
officer to the Chelsea Hospital for Women. In London 


he attracted the notice of the late Victor Bonney, who ° 


persuaded him to remain here. He held appointments 
successively at Charing Cross Hospital, Westminster 
Hospital, and the Chelsea Hospital for Women where he 
was pathologist for five years. But 
his interest centred always on 
gynecology ; and he was appointed 
as gynecologist first to the Chelsea 
Hospital for Women, where he was 
director of postgraduate studies, 
and subsequently to Queen Char- 
lotte’s Hospital and Hammersmith 
Hospital. In 1950 he was appointed 
director of the Institute of Obstet- 
rics and Gynecology of the British 
Postgraduate Medical Federation in 
the University of London ; and of 
this appuintment I. D. writes : 


As director of the institute he first 
of all set the right kind of example 
himself in teaching and in clinical 
practice, and it is for this that his 
many hundreds of students will 
remember him. What may be less 
generally known is the administrative 
skill which he displayed in integrating 
an institute made up of such varied 
components as, on the one hand, the 
department of obstetrics and gynx- 
cology at Hammersmith Hospital with 
its powerful academic traditions and 
mainly whole-time staff and, on the 
other, Queen Charlotte’s Hospital and 
Chelsea Hospital for Women with their great traditions of a 
different sort whose senior staff are predominantly part-time, 
and individualists withal, most of whom are also eminent 
teachers in undergraduate teaching hospitals. It says much 
for his tactful but strong personality that he was able to secure 
the fullest loyalty from all sides and to get the institute into 
its present going condition. To the large numbers of overseas 
students who came to the institute he was always particularly 
welcoming and considerate, and he himself constituted a 
sufficient draw to qualify almost for the status of an “ invisible 
export.’’ He backed the research projects of his juniors with 
enthusiasm and sympathy and did much to make their ways 
straight. Their subsequent careers also continued very much 
his concern so that his influence, through them, became very 
great and far-flung. 


In teaching Read had a sureness and authority which 
was well shown in clinical demonstrations to post- 
graduates. As a surgeon ‘se had an exceptional technique 
and facility which was the envy of the students who 
came to watch him, and which was perhaps surpris- 
ing in a big man, which he was. In the words of a 
colleague : 

His surgical dexterity followed upon the great Bonney 
tradition at the Chelsea Hospital for Women and demons- 
trated the fact, often contested, that fast surgery can also 
be safe surgery, provided it is thoroughly competent and 
therefore unhurried. The hallmark of good operating is that 
it should look easy to the onlooker. Charles Read's work 
even looked leisurely, and only his assistants, in their anxiety 
to keep up with him, fully appreciated the speed with which he 
was getting through an operation. Elbows were never raised 
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instruments never fell to the floor, and there was no display 
of temperament in his theatres. These indications of bad or 
frantic surgery were never to be seen; in fact, the worst 
rebuke I ever heard him inflict upon an assistant who was 
getting a bit behind with threading the Reverdin needle was 
“* get conscious, doctor.’’ His unhurried speed was due not 
only to sureness but to a deliberate and studied elimination 
of every unnecessary movement. Operating-time is often 
wasted in unnecessary swabbing, indecision, indifferent 
exposure, inaccurate hemostasis, and tentative application 
of clamps—like a golfer addressing the ball on the tee before 
hitting it. There was none of this about Charles Read’s 
operating. His clamps went on with direct and meticulous 
precision and he never made two cuts where one would do. 


A former R.s.0. also testifies to Read’s skill as an 
operator : 
After Victor Bonney’s retirement there was a phase when 
speed alone was considered the criterion of operative skill. 
Charles would have none of this, yet still achieved incredible 
rapidity associated with safety. His manual doxterity 
utterly belied his own enormous size. Unlike so many of his 
predecessors his skill in vaginal work was as great as in his 
abdominal operations. In the theatre 
there was no tension or atmosphere at 
any time—indeed a great deal of ban- 
ter and chaff went on—but Charles 
never lost his dignity. Such was 
his equanimity that it was never 
necessary for him to rebuke a junior. 
The worst that could happen would be 
@ pointed but unbarbed dart at the 
luncheon table. Throughout this 
country and the Commonwealth there 
must be many of his former residents 

* who model their operative technique 
on that of their old master. Indeed he 
founded quite unconsciously a school 
of operative surgery in his own very 
short life-time. 

Read’s proved ability as an 
administrator and his power of 
leadership made him a natural 
choice for the presidency of the 
Royal College of Obstetricians and 
Gynecologists, to which he was 
elected in 1955. Of his work for the 
college, A. M. C. remarks: 

Charles Read was elected to the 
presidency at a time when the jubilee 
appeal for the new college buildings 
was well launched. While he was still 

president-elect the munificent gift of Lord Nuffield was 
announced, and at once the prospect of starting to build became 
a certainty instead of adream. Charles was peculiarly fitted to 
take the lead at this point, and he lost no time in bringing into 
play his great qualities. His capacity for rapidly assimilating 
detail soon made him the chief authority on the building 
plans. An assiduous worker, he did not spare himself in the 
least in his service to the college, though he was well aware 
of the state of his health. His extensive practice gave him 
many contacts, from which his high reputation and con- 
vincing tongue enabled him to attract not a few gifts to the 
building appeal. He was full of sound common sense, and 
possessed the gift, shared by all the best chairmen, of getting 
through business quickly and efficiently without hurrying. 
He died at a moment when, thanks to his leadership, all 
preparations were well in hand for the laying of the foundation 
stone of the new college in Regent’s Park by the Queen 
Mother. His council held him in affectionate regard, and 
every member of it feels a tremendous sense of loss. 


Read was an able writer. His recent contributions 
included an excellent chapter on cancer of the corpus 
uteri in Holland and Bourne’s British Obstetric and 
Gyneccological Practice. He edited with Douglas MacLeod 
the 5th edition of Eden and Lockyer’s Gynecology ; and 
at the time of his death he and MacLeod were revising 
Bonney’s Textbook of Gynecological Surgery. 

He travelled abroad extensively and was honorary 
fellow of several overseas colle and societies. Of his 
qualities as an ambassador D. M. writes : 

** By his tact and genuine worth he made many friends and 
admirers in thé U.S.A. and elsewhere and did much for British 
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gynecology abroad. He was greatly admired and loved by 
American gynecologists, and I can think of no-one of his 
generation who did more for us in this way.” 

His gregarious disposition was evident from his 
unfailing support of the Gynzcological Club. He never 
failed to attend its meetings, which include always one 
outside this country each year. Apart from his pro- 
fessional work he was a modest pianist and a keen 
yachtsman. Of this hobby a friend writes : 

He was a very competent coastal navigator, and his yacht 
was his great pride and joy. Charles never did things by 
halves. Everything had to be of the best. At sea, as well as 
on land, he was the perfect host. He was proud of his echo- 
sounding depth detector, of all his different radio aids to 
navigation, of his automatic pilot, and his ship-to-shore 
telephone, but above all he loved the Beaulieu river, the 
Hamble, Yarmouth, I.o.W., and ditch crawling on the Solent 
and Channel coast. It was perhaps a kind fate that took him 
while aboard his beloved ship. 

Some five years ago he had a clear indication that he 
could not expect to live long. Thereafter he gave up 
obstetrics but otherwise, with unperturbed courage, he 
drove himself as hard as ever. As with himself, he 
expected and got nothing but the best from others ; but, 
in the words of a friend, ‘‘ with it all was a warmth of 
interest and consideration which made him a leader 
rather than a dictator.” 

Sir Charles Read was created a knight last Janudry. 
He was twice married and is survived by his widow, Dr. 
F. Edna Read, and by two sons of each marriage. 


CUTHBERT HENRY JONES LOCKYER 
M.D. Lond., F.R.C.P., F.R.C.S., F.R.C.0.G. 

One of the outstanding figures in the history of the 
Charing Cross Hospital and a gynecologist of wide 
renown, Cuthbert Lockyer died in Cornwall on Aug. 28 
at the age of 90. As a gynecological surgeon with an 
acute interest in pathology, he made substantial con- 
tributions to the knowledge of morbid anatomy and to 
operative technique ; and he will be recalled as the man 
who introduced Wertheim’s hysterectomy into Britain. 
His association, at the Charing Cross and elsewhere, with 
Thomas Watts Eden was an unusually fruitful one and 
their manual on gynecology rapidly established itself 
among the foremost textbooks of the day. 

Cuthbert Henry Jones Lockyer was born in 1867, the 
son of a yeoman farmer in Somerset, whose family had 
farmed there for genere ions. He went to King’s School, 
Bruton, and when he passed the London matriculation 
examination, his father could not afford to let him go to 
medical school straight away, so Cuthbert took a post 
as a schoolmaster for a few years while his younger 
brothers were being educated. He then went to Charing 
Cross Hospital and his outstanding ability made short 
work of examinations. Then, as C. W. recalls, “‘ after 
holding house-appointments, his thoughts were turning 
to gynzcology when Stanley Boyd (who regarded him 
as the best man in the medical school) said he would 
back him for the surgical registrarship if he applied, and 
Lockyer held the post for a year or two, before he turned 
to gynzcology.” C. W. continues : 

He was a brilliant operator, working at great speed « 1d 
with amazing dexterity. I do not think he was much interested 
in obstetrics and -was not outstanding as an obstetrician ; but 
he was greatly attracted by morbid anatomy and pathology. 
An unused cellar under the pavement outside his house in 
Harley Street was painted and fitted with shelves and work- 
benches, and there he spent many hours examining and 
mounting interesting specimens in bottles. When he retired 
in 1930 he gave the whole collection (and the money to 
maintain it in good condition) to Charing Cross Hospital. 
He had a large choice of material from the Samaritan Hospital, 
which did not itself have a museum, and his collection was an 
exceptional one. 

In 1905 Wertheim attended the B.M.A. meeting to read a 
paper on the surgical treatment of carcinoma of the cervix. 
While Wertheim was in London Herbert Spencer invited him 
and Lockyer to dinner, and, at Lockyer’s suggestion, 
Wertheim agreed to operate on a patient at St. Mary’s Hospital, 
Plaistow. Some days later a carriage and pair took Spencer, 
Meredith (senior surgecr at the Samaritan), Targett, Lockyer, 
and Wertheim to Plaistow, where Lockyer assisted at the first 
operation of its kind ever done in Britain. 
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In 1907 Lockyer’s demonstration of 12 specimens removed 
by Wertheim’s operation aroused great interest and prompted 
Berkeley and Bonney (among others) to adopt the operation. 
A few years later Lockyer had operated on 115 cases with a 
mortality of 18%. I was his assistant at many of his early 
operations and the large mortality was due to the high pro- 
portion of advanced cases which he tackled. When mounting 
experience disclosed which patients were and which were not 
suitable for surgery, the mortality dropped considerably. 

Golf and fishing were among his recreations, but his chief 
love was painting in oils. When insomnia troubled him, he 
would go into Regent’s Park as soon as the gates were opened 
and set up his easel in a secluded corner. When he retired in 
1930 to Penzance he turned an unused room over the garage 
into a studio and there he and his wife would paint and etch. 
They were regular exhibitors at local exhibitions. His house, 
some two miles out of Penzance, has a very fine garden and 
as it was in a sheltered position he was able to specialise in 
semi-tropical plants which gave him great pleasure. 

Last April, on his 90th birthday, he received congratulations 
from his old hospitals and from the many friends he had 
helped in their younger days. 


As one of Lockyer’s last house-surgeons remarks, 
“Eden and Lockyer’’ made the gynecological depart- 
ment at Charing Cross world famous and visitors came 
to it from all parts. Of the man who shared with Eden 
the centre of this scene, he says: 


Dr. Lockyer was rather short, and he was always well 
dressed, with a smart moustache.- He had a very even temper 
and was always smiling and pleasant. He was a delightful 
man with whom to work and a first-class teacher. At -about 
the time of which I speak he remarried after being a widower 
for very many years, and this brought him great happiness. 
Sometimes he used to take his housemen and dressers home 
in the evenings, where they would sing, and though Dr. 
Lockyer loved fine music, he seemed equally to enjoy singing 
the sort of songs that students sing. He was a very good 
painter and presented me with one of his paintings when my 
house-post came to an end, and he insisted on having it 
properly framed by a famous firm in London at his own 
expense. 

Lockyer was a very good man in the best sense of the word. 
He was interested in problems of youth and was always 
willing to address student societies on matters of the day. 
He was a staunch supporter of Toc H and a friend of the 
Rev. Tubby Clayton. His passing represents the end of an 
epoch at Charing Cross Hospital and Medica] School. 


V. B. G.-A. writes : 

The death of a revered master comes as a blow to one who 
sat at his feet fifty years ago and gratefully learned the art 
of gynzcological surgery. In those days, with Reginald 
Ironside as his anesthetist, Cuthbert Lockyer would do a 
long list at the Samaritan, and after each operation beautifully 
depict what he had done and what he had removed, for he 
was always fussily exact. 

Lockyer was an outstanding figure in his specialty during 
the first two decades of this century,. his reputation being 
international both as surgeon and as gynzcological pathologist. 
His knowledge of European clinics was immense and nothing 
was more pleasing than to hear him reminiscing of famous 
surgeons, their techniques and mannerisms, from Vienna, 
Berlin, Stockholm, and Paris. 

Three years ago I had the pleasure of staying a weekend 
with him and his wife in his delightfully happy home, where 
he was able to show me not only his feats of gardening, but 
also his own beautiful sketches, paintings, and engravings, 
many of which filled an ancient barn and had kept him busily 
and daily occupied ever since his retirement ; many were of 
exceptional excellence. He began, continued, and ended his 
life happily. 

Lockyer’s published works included a translation of 
Wertheim and Micholitsch’s monograph on the technique 
of vaginoperineal operations, and in 1918 his own book, 
Fibroids and Allied Tumours, appeared. The first 
edition of Eden and Lockyer’s Gynecology came out in 
1916, and in the following year A New System of Gyne- 
cology, of which he was co-editor with Eden, was pub- 
lished in three volumes. 

In addition to his appointment at the Charing Cross, 
he held posts at the Samaritan Hospital for Women, 
the Royal Northern Hospital, the National Hospital, 
Queen Square, and St. Mary’s Hospital for Women and 
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Children, Plaistow. He was made president of the section 


of obstetrics and gynzcology of the Royal Society of 


Medicine for 1923-24 and he served on the council of the 
Royal College of Physicians in 1929-30. 

By his first marriage, to Minnie Marie Coombs, he had 
two sons and a daughter, who was killed in an air-raid in 
1940 at St. Thomas’s Hospital where she was a physio- 
therapist. His second marriage was to Violet Gwendoline 
Morton. 

A memorial service will be conducted by the Rev. T. B. 
Clayton at All Hallows, Byward Street, London, E.C.3, at 
noon on Monday, Sept. 9. 


OSCAR OLBRICH 
M.D. Vienna, Ph.D. Edin., F.R.C.P.E. 


Dr. Oscar Olbrich, who died suddenly at his home in 
Sunderland on Aug. 22 at the age of 56, was well known 
in the field of gerontology. 

He worked first in Vienna and Prague and came to 
this country in 1939, five days before the outbreak of war. 
Then, at the age of 38, he had to begin his professional 
life again: he obtained his British qualifications and his 
M.R.C.P.E. within three years, and was elected F.R.C.P.E. 
four years later. At Edinburgh he worked as an assistant 
in the department of pharmacology ; but later he became 
a clinical tutor, and found scope for his extensive know- 
ledge of biochemistry and 
mathematics in the develop- 
ment of new methods for the 
study of renal function. 

His interest in gerontology 
was aroused when he was put 
in charge of Queensberry House, 
Edinburgh. This gave him the 
chance to apply his techniques 
to the problem of ageing, and 
his papers on renal function and 
on the blood changes in old age 
(for which he was awarded his 
PH.D.) date from this period. 

In 1950 he was appointed 
consultant physician in charge 
of the geriatric unit at Sunder- 
land General Hospital. Start- 
ing with 600 beds for chronic 
cases in which the average length of stay was over six 
years, he established a modern medical unit, handling 
over 3000 admissions a year, with its own outpatient 
department, radiographic equipment, and _ research 
laboratory. 

E. W.-W. writes : 

The department created by Dr. Olbrich is unique in being 
the only one outside a university which combines medical and 
social care of the elderly with research into the processes of 
ageing. Research is indeed the basis of the world-wide 
reputation the Sunderland geriatric unit has gained in the 
seven years of its existence. Dr. Olbrich’s ideas have strongly 
influenced the approach to geriatrics throughout the country ; 
and several doctors trained by him now have charge of their 
own departments, where they are applying the principles he 
taught. Whence came his ability to change old-established 
institutions ? He himself often told the secret in these words : 
** In medicine there is no standing still ; you either go forwards 
or backwards. Going forwards means research, therefore every 
medical‘clinic must undertake research to keep itself alive.”’ 

R. E. 1. adds : 

Short, round-faced, and usually smiling he was a man of 
boundless energy and enthusiasm, which were quite undi- 
minished by two coronary thromboses. _ He was a forceful and 
persuasive person, with the most captivating charm. He had 
an enormous acquaintance and was never too busy to give 
time to amyone who wished to see him. With his staff he 
was something of an autocrat, but he had great insight into 
their needs and remarkable sympathy, and he went to infinite 
trouble to help them in their subsequent careers. He was an 
avid reader with a very retentive memory, and his room was 
always full of books and journals. He was a keen photo- 
grapher, a rotarian, and a freemason, but his dominating 
interest was his research and the unit which he created to 
further it. 


Dr. Olbrich is survived by his widow and a son and 
a daughter. 
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ARCHIBALD FAIRLEY 
M.B. Glasg., O.B.E. 

Surgeon Captain Fairley died in Salisbury on Aug. 20 
after a long illness. Born in 1883, he qualified from 
Glasgow in 1907, and, after a short period of general 
practice, joined the Royal Navy in 1909. After the 
1914-18 war, during which his service included a time in 
minesweepers, he was seconded in 1922 to carry out 
physiological work at the then newly established experi- 
mental station at Porton Down, near Salisbury, which 
was concerned with defence against chemical warfare (it 
is now the Chemical Defence Experimental Establish- 
ment). In 1927 he retired from the Royal Navy, with the 
rank of surgeon commander, to become the first civilian 
head of the physiology section (now medical division) of 
that establishment. This position he held until his 
retirement in 1951. 

C. L. E. writes : 

There can be little doubt that this country’s freedom from 
gas attacks during the late war was largely due to the state of 
preparedness which was the outcome of the work of that 
station, and to which Fairley’s own efforts and knowledge 
had largely contributed. This was recognised by the Royal 
Navy in 1942, when he was invested with the rank of surgeon 
captain, and in 1946 when he was made 0.B.E. His know- 
ledge of toxic hazards in war and peace has proved of incalcul- 
able value to the Armed Services and to the Home Office. For 
security reasons little of his work was published, though he 
was author or joint author of various manuals dealing with his 
subject. 

Although ill for several years during the late war, he carried 
out his duties until he had to undergo the first of several 
serious operations ; but he returned again to duty until his 
final retirement. . 

His striking personality, wide knowledge, and pungent wit 
will long be remembered by many friends. 


A colleague in the Royal Air Force adds : 

The cloisters of Gilmorehill had combined with the Royal 
Navy to form a character rugged, honest, and loyal. The often 
gruff exterior was soon found by his associates to cover a heart 
of gold. Advice on all aspects of his specialty as well as on the 
problems of daily life was widely sought and freely given. A 
fund of common sense, leavened by a sardonic but kindly 
humour, was ever available to stimulate and fortify his col- 
leagues and assistants. A ¢.ep-rooted aversion to humbug 
and insincerity was matched only by the profound devotion 
he cherished for the fighting Services in general and the Royal 
Navy in particular. Though his wit could disconcert and even 
annoy those who did not observe the twinkle that invariably 
blunted the barb, none could fail to be impressed by his 
courage in the face of adversity and prolonged physical 
affliction. 

In the laboratory and in discussion his flair for extracting 
the kernel of a complicated problem and explaining it in 
simple language at times seemed almost uncanny. Allied to 
this endowment was his knack in conference of relieving 
tension and abating argument by tersely summarising the 
issue in a pungent and crushing sentence. An irreplaceable 
‘** character *’ will long be remembered by those who worked 
for him. 


ANGUS ELRICK WILLIAM McLACHLAN 
M.B. Edin., D.P.H., F.R.S.E. 


Dr. A. E. W. MeLachlan, consultant in venereology 
to the Bristol clinical area, died on Aug. 15 at the age 
of 58. 

He received his early education at George Heriot’s 
School, Edinburgh, and from 1917 to 1919 he served in 
the Royal Scots. On demobilisation he entered Edinburgh 
University, and he graduated M.B. in 1924. After holding 
junior appointments in venereology in Edinburgh, he 
went to Birmingham where he enlarged his experience of 
medicine and_ surgery. Thereafter he reverted to 
venereology and held posts at the West London Hospital 
and St. Paul’s Hospital for Genito-urinary Diseases until 
1936. In 1937 he took charge of the large venereal- 
disease clinic at Newcastle upon Tyne, and he was 
appointed lecturer in venereal diseases at the medical 
school. He went to Bristol in 1944. Soon afterwards 
his Handbook of Diagnosis and Treatment of Venereal 
Diseases was published, and this went through four 
editions in the next six years. He served for a time on 
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the editorial committee of the British Journal of Venereal 
Diseases ; and he was a vice-president of the Society for 
the Study of Venereal Diseases. 

A colleague remarks on Dr. McLachlan’s sincerity and 
kindliness: ‘‘ almoners, social workers; and contact 
tracers all paid tribute to his readiness to give them every 
assistance and encouragement.’”” He had read widely 
outside his professional work, and was a _ spirited 
conversationalist. 

Dr. McLachlan is survived by his widow. 


WILLIAM STEWART SHEARER 
M.B. Edin., F.R.C.S.E., D.R. 

Dr. W. S. Shearer, director of the radiodiagnostic 
department of Edinburgh Royal Infirmary, died on Aug. 
20 while on holiday in Orkney. He was 53 years of age. 

He was born in Edinburgh and was educated at 
Boroughmuir School and Edinburgh University, gradu- 
ating M.B. in 1926. After holding resident surgical appoint- 
ments in the Midlands he returned to Edinburgh where 
he worked in the university department of anatomy. 
While there he carried out postgraduate studies, and he 
was elected F.R.C.S.E. in 1929. He returned to the Mid- 
lands for a time, but he soon 
realised that his main interest 
lay in radiology, and he returned 
to Edinburgh to take the D. R. 
in 1931. 

His next eight years were 
spent in Manchester helping to 
build a radiological practice 
and at the same time serving on 
the staff of the Royal Albert 
Edward Infirmary, Wigan. As 
a territorial officer he was 
mobilised at the outbreak of 
war in 1939, and he later served 
in the Middle East as a speci- 
alist radiologist with the rank 
of major. During the blitz his 
home and consulting-rooms in 
Manchester were destroyed, and 
on demobilisation in 1945 he returned to his parents’ 
home in Edinburgh. Soon afterwards he joined the 
staff of the Royal Infirmary, and in 1946 he was 
appointed director of the radiodiagnostic department 
and senior lecturer in radiodiagnosis in the University of 
Edinburgh. 

He held these appointments at a time when the radio- 
diagnostic services were expanding rapidly. Mindful of 
the needs of the patient, he adopted a policy of decentral- 
isation. He was always anxious to bring these services 
to the patient, and he was responsible for the development 
of several self-contained specialised radiodiagnostic units 
throughout the Royal Infirmary. As director of the 
radiodiagnostic department he was responsible for the 
administration of the School of Radiography, and 
recently he became the Scottish representative on the 
education committee of the Society of Radiographers. 
He was an active member of the Scottish Radiological 
Society, of which he was president from 1951 to 1953. 
His professional knowledge was extensive, and problems 
of diagnosis were referred to him from all parts of the 
world. Latterly he made a special study of the radiology 
of the acute abdomen, of bone diseases in general, and 
of bone dysplasias in particular. He was a member of 
the Faculty of Radiologists and the British Institute of 
Radiology. 

A colleague writes : 





Shearer’s interests extended to all branches of his specialty 
and his opinions were valued by his colleagues. His clarity 
of thought was outstanding, enabling him to reduce a problem 
to its essentials. As a teacher he will be affectionately remem- 
bered by his many former students now scattered in all corners 
of the Commonwealth. Those fortunate enough to remain 
with him as junior colleagues will be the poorer, for they have 
lost not only a respected teacher and chief, but also a friend. 
Seldom does one meet a man with such a capacity for endearing 
himself to others. Respect rapidly grew to affection, affection 
for the man and respect for his ability. Sympathetic by nature, 
a leader and an example to all who knew him, he had the 
capacity for getting the best out of those with whom he 
worked. 
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THOMAS WYKES GIBBARD 
C.B., C.B.E., M.B. Durh. 


Major-General T. W. Gibbard, who died on Aug. 11 
at the age of 92, qualified in 1886 and graduated B.M. 
with honours at Durham University three years later. 
After entering the R.A.M.C., he practised for some time 
as an Army specialist in ophthalmology. Work at 
Army Headquarters, Simla, was followed by appoint- 
ment as medical officer in charge of the Military Hospital, 
Rochester Row, London, where he succeeded Colonel 
F. J. Lambkin, a pioneer in the systematic treatment of 
syphilis in the Army. Gibbard held this appointment 
from 1909 to 1914, during which time he was associated 
with Colonel L. W. Harrison in systematic tests of 
‘606’ (which was placed on the market in 1910) and 
of ‘914.’ This work proved of immense Value as a guide 
to the treatment of syphilis in the Army during the war 
of 1914-18. In 1914 he was appointed an honorary 
surgeon to the King and was promoted brevet-colonei. 
During that war he served in the Dardanelles and Egyptian 
campaigns and in France. For his services he was three 
times mentioned in despatches and was appointed C.B. 
in 1918 and c.B.E. in 1919. He was promoted major- 
general in 1922 and retired in 1925. 

General Gibbard is survived by his widow and a 
daughter. 


VICTOR LINDLEY CONNOLLY 
M.C., M.B. Belf., D.P.M. 


Dr. Connolly, who was medical superintendent of 
Park Prewett Hospital for nearly twenty years, died on 
Aug. 14 at Basingstoke where he had lived since he 
retired in 1945. He was seventy-one years of age. 

He graduated from the Queen’s University, Belfast, in 
1910. After holding a house-appointment at the Sheffield 
Royal Infirmary be joined the staff of the London County 
Asylum at Colney Hatch. During the 1914-18 war he 
served in the R.A.M.C. with the rank of major and was 
awarded the M.c. On demobilisation he resumed his 
work in the mental-health service, taking the D.P.M. in 
1921. Soon afterwards he was appointed deputy medical 
superintendent at West Park Hospital, Epsom, and in 
1928 he became superintendent at Park Prewett. I. A. 
writes : 

Those who worked with Dr. Connolly at Park Prewett 
Hospital appreciated his excellent administrative capacities. 
These were fully put to the test during the war when Park 
Prewett had to be rapidly converted from a mental to an 
E.M.S. hospital which dealt with over 68,000 wounded. After 
retirement Dr. Connolly continued to take an interest in the 
rehabilitation of Park Prewett as a psychiatric unit, having 
done so much valuable work in its early organisation. 
Memories of his cheerful face and charming smile, even in the 
last year of illness, will long remain with us. 


Appointments 

ALLEN, W. H., M.B. Wales, D.C.H., D.P.H.: M.O., London County 
Council. 

CAMERON, SEONAID C., 
County Council. 

FRASER, ROSEMARY A. M.B. Lond., F.F.A. R.C.S., D.A.: assistant 
anesthetist (8.8.M.0.), High Wycombe and district area 
hospitals. 

GEBERTT, STANISLAW, M.B. Poland, D.P.H., D.O.: 
ophthalmology, Aberdeen general hospitals. 
GLANVILLE, J. D., F.R.C.S8., D.L.O.: part-time consultant E.N.T. 

surgeon, Swindon and Salisbury area hospitals. 


Colonial Appointments : 

ABDUL GHANI BIN MOHAMED, L.M.S. Singapore : 
Malaya. 

Buck, 8. C., M.B. Camb. : 

CHE LAH BIN MOHD. JOONOS, L.M.S. Singapore : 
Malaya. 

Dos Santos, W. 
logist, Nigeria. 

FERREIRA, 8S. W., M.D., D.P.H.: deputy chief M.o., Jamaica. 

HaJI ABBAS BIN Har I. ALIAS: M.O. (Admin. H.), Malaya. 

LAt NYEN SOON, L.M.8., L.R.C.P.: M.O. (Admin. F.), Malaya. 

McGariry, J. F., M.B. Durh., D.P.H.: M.O. (Admin. G.), Malaya. 

NORMAN-WILLIAMS, C. M., M.B. Edin. : principal M.o., Nigeria. 

TaN Hor KEE, L.M.S. Singapore: M.o. (Admin. G.), Malaya. 

VERGHESE, K. L.: M.o. (Admin. G.), Malaya. 

Warp, T. M., M.B. Punjab: M.o. (Admin. H.), Malaya. 


M.B. St. And., D.OBST., D.P.H.: M.O., London 


8.H.M.O. in 


M.o. (Admin. G.), 


senior pathologist, Uganda. 
M.O. (Admin. F.), 


A., M.B. Camb., DIP. BACT.: specialist patho- 
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Notes and News 


REBUILDING AT TEACHING HOSPITALS 


THROUGHOUT the country plans for new teaching hospitals 
are hovering between the committee table and the architect’s 
drawing-board. In the new buildings patients will be treated 
and students will be taught. Cost is therefore the joint respon- 
sibility of boards of governors and universities. The financial 
implications of symbiosis are not always easily translated into 
practice, and the Ministry’s memorandum! on the apportion- 
ment of costs is timely and will probably avoid waste of time 
and dissipation of good will. The Ministry have agreed with 
the University Grants Committee that in apportioning the 
responsibility for a new building the following principles shall 
be observed : 

Teaching.—The Board of Governors should provide facilities 
for teaching done in connection with the medical school staff’s duties 
under their hospital contracts and arising out of their hospital work 
(e.g., ward rounds, operations, outpatients, laboratory work). These 
facilities might well include accommodation for clinical demonstra- 
tions, seminars, &c., and enough laboratory space for pathology 
students. The university should provide facilities for professorial 
and academic duties and teaching, and for formal lecture theatres. 

Research.—The Board of Governors should provide facilities for 
research on patients actually under treatment or investigation. The 
university should provide for all other research, including work 
with normal subjects and academic work, though the Board of 
Governors would give access to necessary hospital material. Thus, 
clinical laboratory space would be proper to the Board of Governors 
but the extensive animal houses and laboratory accommodation 
required for physiological, pharmacological, and biochemical research 
would be provided by the university. 

In applying these principles the Minister will consult the 
University Grants Committee. When buildings are recognised 
as @ joint project the university will be expected from the 
outset to contribute annually to the capital cost of the building 
and not only to pay their share after the building has been 
finished. As the board of governors will probably be the main 
users of the buildings ownership will usually vest in the 
Minister who will give the university security of tenure. 


RESEARCH ON SCHISTOSOMIASIS IN CHINA 


Schistosoma japonicum is endemic in eleven Chinese pro- 
vinces, mostly south of the Yangtze river ; the area concerned 
is nine times that of the United Kingdom, and the population 
threatened about a hundred million. Prof. C. P. Mao, of the 
Institute of Parasitology, Academy of Medical Sciences, China, 
reports that last year was the first of the seven to twelve years 
designated for the liquidation of the disease in China. Villagers 
reported the presence of oncomelania snails and of patients 
with ascites, and their information guided the staffs of the 
local anti-schistosomiasis stations in their survey of the 
prevalence of the disease (58,000,000 intradermal tests were 
done in the year) and of the distribution of the snails. Unex- 
pectedly the snails were found in water all the year round, 
and in saline coastal waters. 

Experiments have shown that the snai's can be extermin- 
ated by burying them to a depth of 10 cm., by drainage and 
deep ploughing of swamps, by molluscicides (calcium arsenite 
has been found as effective as the arsenate and much cheaper), 
by composting of excreta—especially when urine (which pro- 
duces ammonia) is mixed with the feeces—by calcium cyan- 
amide (which is a useful fertiliser), or by flame. Biological 
control of the snails by crabs and micro-organisms is being 
studied. Cercariz can be killed by residual-chlorine disinfec- 
tants or by iodine. 

Therapeutic studies had shown a lower relapse-rate but more 
toxicity with a three-day course of tartar emetic than with a 
seven-day course. The experimental finding that procaine, 
given parenterally, could enhance the efficacy and reduce the 
toxicity of tartar emetic was not borne out in clinical trials. 
The occasional ventricular fibrillation seen after tartar emetic 
is attributed to excitability of the vagus nerve. The search 
continues for more effective schistosomicides and for com- 
pounds which will reduce the toxicity of antimonials without 
reducing their efficacy. 

Professor Mao says that the immediate application of the 
results of research is an outstanding feature of scientific work 
in China today. 


University of London 

Mr. W. T. Irvine, lecturer in surgery in the University of 
Glasgow, has been appointed to the university readership in 
surgery tenable at the London Hospital Medical College. 


1. H.M.(57)74. 
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Royal College of Sinton of England 

On Tuesday, Sept. 24, Prof. George Wald will give the 
Edridge Green lecture on the molecular basis of vision. On 
Thursday, Sept. 26, Mr. J. Francis Silva, surgeon-in-charge 
of the orthopedic department of the General Hospital, 
Colombo, will give a Hunterian lecture on old dislocations of 
the elbow. Both lectures will be given at 5 p.m. at the college, 
Lincoln’s Inn Fields, London, W.C.2. 


Institute of Psychiatry, London 

On Thursdays, Oct. 17, 24, and 31, Mr. W. H. Thorpe, 
F.R.S., is to give three public lectures on drive and instinct 
in animals. The lectures will all be held at 3 p.m. at the 
Maudsley Hospital, Denmark Hill, 8.E.5. 


London College of Osteopathy 

A number of Leverhulme scholarships are available to 
medically qualified men and women. Particulars can be 
had from the secretary of the college, 24-25, Dorset Square, 
London, N.W.1. 


Royal Appointments 

Major-General F. McL. Richardson, late r.a.M.c., has been 
appointed honorary surgeon to the Queen on the retirement 
of Major-General C. W. Greenway. Colonel A. H. Charles 
has been appointed honorary surgeon in place of Brigadier 
W. R. Ward, transferred to the Territorial Army Reserve of 
Officers. 


Wessex Rahere Club 

The autumn dinner of this club will be held at the Lansdown 
Grove Hotel, Lansdown, Bath, on Saturday, Oct. 26. Member- 
ship of the club is open to all Barts graduates practising in the 
West Country. Eurther particulars may be had from Mr. 
A. Daunt Bateman, 11, The Circus, Bath. 


London Nursing Exhibition 

The conference and exhibition for nurses and midwives 
which is organised annually by the Nursing Mirror will be 
held this year at Seymour Hall, Seymour Place, London, W.1, 
from Oct. 14 to 18. Lord Evans is the president and Sir 
Cecil Wakeley the honorary convenor. Further particulars 
may be had from the organiser of the exhibition, Dorset House, 
Stamford Street, S.E.1. 


Medical Journal of Australia 

Dr. R. R. Winton has been appointed editor of this journal 
in succession to Dr. Mervyn Archdall (see Lancet, Aug. 31, 
1957, p. 416), who becomes consultant editor; and Dr. 
Arthur Gwynn has been appointed assistant editor. 

Dr. Winton qualified M.B. at Sydney University in 1936, and 
subsequently held hospital appointments in Brisbane. In the 
1939-45 war he served with the R.A.A.M.C. in the Middle East, 
New Guinea, and the Solomon Islands, reaching the rank of lieut.- 
py He. was appointed assistant editor in 1947 and deputy 

tor 


The Pharmacist’s Training 

The course for the pharmaceutical qualifying examination 
is to be extended next March from two to three years. Address- 
ing the British Pharmaceutical Conference at Bristol last 
Tuesday, Mr. C. W. Mablethorpe, chairman of the Pharma- 
ceutical Society’s education committee, said: ‘“‘ With the 
new system of education it will become quite clear to everyone 
concerned that the pharmacist is accepted as the ultimate 
professional authority on drugs. He becomes the one pro- 
fessional man who has a complete all-round knowledge of the 
sources, identification, preparation, standardisation, actions, 
and uses of drugs and this means that his position is far 
removed from that of a dispenser as that term is normally 
used. He also has a large contribution to make in deciding 
the form which treatment should take in particular cases. 
The pharmacist trained as outlined will be in a position to 
deal on equal terms with authorities in other fields including 
that of medicine.” 


Dr. John T. Shepherd, reader in physiology. 
Belfast, has been appointed to the staff of the 
University of Minnesota. 


CORRIGENDUM : Control of Heemophilic Bleeding.—In = 
leading article (Aug. 24, p. 376) the sentence beginning o 
line 10 of the second column should read: “ Even this 
minimum —— transfusion of 4 pints of fresh donor 
blood daily . 
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The association of methyltestosterone and 
ethinyleestradiol in Mepilin produces a more 
complete response in the treatment of meno- 
pausal disorders than can be obtained by the 
use of oestrogens alone. An increased feeling 
of confidence and well-being is produced 


“ |. . @ mixture of the male and 
female hormones was more efficacious 
than oestrogen alone.” 


Brit. Med. Journ. 1953 (July25),2.214 


which is both mental and physical. 

The presence of methyltestosterone enables 
a reduction in oestrogen dosage to be made; 
thus undesirable side effects such as breast 
turgidity and pelvic congestion are avoided 


~ and the risk of withdrawal bleeding is reduced. 


‘MEPILIN’ 


TRADE MARK 


TABLETS & ELIXIR 


Each teaspoonful (4 ml,) of Mepilin Elixir and each Mepilin Tablet 
contains ethinylastradiol 0.01 mg. and methyltestosterone 3 mg. 





*‘MEPILIN’ TABLETS. Bottle of 25 at 4/- and 
100 at 12/- 

‘MEPILIN’ ELIXIR. Bottle of 4 fl. oz. at 6/- 
and 500 ml. at 20/6 Basic N.H.S. prices 





DOSAGE: Menopause and geriatric conditions: 
average cases—3 tablets or 3 teaspoonfuls daily. 
Inhibition of lactation—3 tablets or 3 teas - 
fuls 3 times daily for 4 days followed by 2 tablets or 
2 teaspoonfuls 3 times daily for 2 days. 
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SUSPENSION 


PENICILLIN-V-SULPHA LILLY 


BROADER SPECTRUM 


for Greater Protection 


Combining the orally effective Penicillin-V with three sulphonamides, 


this pleasant fruit-flavoured suspension is ideal for the treatment of 
bronchitis, ctitis media, urinary and other mixed infections in young 
children. The joint attack provided by Penicillin-V and the sulphona- 
mides is particularly valuable where the causative organism is only 
moderately susceptible to penicillin alone. 


Each 5 cc. contains: 62.5 mg. Penicillin-V-Lilly 
0.25 Gm. Sulphonamides 


Average dose: 
Packing : 
Also available : 


4 to 2 teaspoonfuls every six hours 


Bottles to make 60 cc. 





Tablets Penicillin-V-Sulpha Lilly 





Lilly 


ELILILLY & COMPANY LIMITED, BASINGSTOKE, ENGLAND 


PAEDIATRIC 
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Tomorrow he won’t be looking after his 
‘barrow. He is going into hospital. There’s 
nothing seriously wrong with him, but the 
time has come— as it comes to most people 
—when hc must put his trust in doctors and 


(0) BRik xztismo OoxYGENnN 


BRITISH OXYGEN GASES LTD., MEDICAL DIVISION, GREAT WEST ROAD, BRENTFORD, MIDDLESEX. 


Makers and suppliers of anaesthetic, analgesic and therapeutic equipment and gases. 
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nurses. They, in their turn, put their faith in 
BRITISH OXYGEN equipment and gases. 
In thousands of cases, every day, they rely 
on BRITISH OXYGEN equipment and 
gases to help them ease pain and save lives. 
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for people of all ages 


So many people would feel all the better for the stimulating warmth 
and sunshine provided by Philips Health Lamps. For instance, when 
used under medical guidance, these lamps are often remarkably 
successful in treating rheumatic complaints and debilitated conditions. 
Two types of lamp are available, both requiring a signed medical 
certificate to enable the patient to purchase. 


Philips Infra-red ENPFRADPIRiNE 
Philips Infraphil was used in the medical centres at the last two 
Olympic Games. It is most valuable in alleviating the pain of arthritis, 
rheumatism and muscle-strain. 
Infraphil Infra-red Lamp (made in Holland) Price: £3 3. 0d. 
also available de-luxe model “‘A”’ Price: £4 4s. Od. 


Philips Ultra-violet SUNLAMDP 


Philips Sunlamp gives the blessing of “* Mountain sunshine ’— a boon 
in convalescence and, as many doctors know, is useful for treating skin 
troubles, such as psoriasis. 

Ultra-violet Sunlamp (made in Holland) Price: £5 17s. 6d. 


PHILIPS ELECTRICAL LTD 


ELECTRICAL APPLIANCES DIVISION 
Century House « Shaftesbury Avenue + London « W.C.2 








(INF2085A) 


27 











Tue Lancer] THE LANCET GENERAL ADVERTISER [Serr. 7, 1957 





Swann-Motten 


SURGICAL BLADES AND HANDLES 






Traditional and international 






These eleven shapes of surgical blade have become traditional and— 


international. Hospitals all over the world send to Sheffield 





for ever increasing supplies; so the model factory built to produce 






Swann-Morton blades is always expanding. But, however great 






the pressure of orders, there is never any relaxation of the in- 






dividual care given to each individual blade. 











FIVE SIZES OF HANDLES, PRECISION MADE, 
COMPLETE THE RANGE. 





Swvann-Motton (SALES) LTD SHEFFIELD, 6. ENGLAND 


1786 
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Rheumatic and 
neuralgic pain 


For 


FORMULA , 
Acid Acetylsalicyl 3 grains 


Phenacetin 2 grains 
Caffeine + grain 
Pholcodine 1/12th grain 
Calc. Carb. I grain 


Aspirin in a more soluble form. The inclu- 
sion of Pholcodine eliminates the side effects 
of Codein and has a lower toxicity. Phalcin 
tablets have negligible constipant action. 
Less likely to cause dyspepsia or other 
symptoms of gastric disturbance, 


Dosage; 1-2 tablets three times 
daily, 

Packings; 25, 100, 500 tablets. 
Professional samples available on request 


— —e PHILIP HARRIS LTD 





144 Edmund Street, Birmingham 3 
Telephone: Central 4211 (5 lines). Telegrams: ‘‘Science, Birmingham.”’ 











How do yov tackle flat foot? . 


« « « do you prescribe an external wedge on the shoes? 





BUT the wedges soon wear away; and very often 
the child is made to feel self-conscious because 
his shoes look different from other children’s. 

Surely it’s more logical to have a wedge built-in 
between the inner and outer sole— invisible, and 
completely unaffected by wear or repair of the 
shoe. That is how Start-rite INNERAZE shoes 
are made; why they are the only practical 
solution to this problem. 


Information from Mr. W. 7. Peake, James Southall 
& Co. Lid., Crome Road, Norwich. 











a 


Invisible Wedge shoes by START-RITE 


(who make the finest children’s shoes of all types) 


Inneraze Shoes are supplied only against medical prescription 
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Availability of 
Vitamins in Yeast 


Deficiencies of single factors of the Vitamin B 
Group do not occur. Accordingly, even if a deficiency 
condition appears to result from the lack of an 
individual factor of the group and it is considered 
necessary to give intensive treatment with this factor, 
the entire Vitamin B Complex should always be 
administered concurrently. 

It is, however, extremely important, in view of 
suggestions in recent publications, that the vehicle 
selected as a source of the entire B Complex does 
not withhold its vitamin content from the patient. 


Human experiments show that the rich, natural 
vitamin potency of Aluzyme is totally available to 
the human system. 


@ Aluzyme is not advertised to the public and may 
be prescribed on form E.C.10. 


ALUZYME 


NON-AUTOLYSED YEAST 
with completely available Vitamins 





Have you had your free copy of “‘ The Therapeutic and Nutritional 
Value of Brewers’ Yeast"? 


Professional Samples and Prices on request from :— 


ALUZYME PRODUCTS 


PARK ROYAL ROAD, LONDON, N.W.10. 











IF THERE IS NO ORGANIC 
DISEASE TO ACCOUNT FOR 


ENURESIS 


TREATMENT BY 
The **CHIRON”’ 
NOCTURNAL ENURESIS 
ALARM 


(PROV. PAT. NO. 16125) 
IS INDICATED 


THIS TREATMENT IS BASED 
ON PAVLOV’S THEORY OF 
CONDITIONED REFLEXES AND 
HAS PROVED SUCCESSFUL IN 
90% OF CASES 
SEE LANCET, 19 FEB. 55, P. 391 & 26 MAR. 55, P. 676. 


FOR PURTHER INFORMATION WRITE TO— 


DOWN BROS. and MAYER & PHELPS LTD. 


Surgical Instrument Makers 


32-34, New Cavendish Street, London, W.! 
Telephone : WELbeck 3764, 8573. 
































al 


‘A splendid nightcap 


and it’s nourishing too!’ 





Bourn-vita is made from 
malt, milk, sugar, 


cocoa and eggs 





sleep sweeter 


BOURN-VITA 


made by CADBURYS 























Tue Lancet] THE LANCET GENERAL ADVERTISER (Serr. 7, 1957 


rac srinco’ GARDIAG DEFIBRILLATOR 


For the stoppage of ventricular fibrillation by the 
accepted method of controlled electric shock. 
Features of the new ‘Stanco’ Defibrillator 








include easy manipulation, alternative 


applicator heads to suit the Surgeon’s 





technique and complete gas proofing of 
both casing and foot switch. 








’ OUR ELECTRO-MEDICAL EQUIPMENT 
DEPARTMENT WILL BE PLEASED TO a | R f 
ANSWER ANY ENQUIRY REGARDING . Casings: Aluminium, gasproof. 
THIS EQUIPMENT. Finish: Ivory stove enamel. 
Dimensions: 12” x 8” high x 124”. 








Weight: 28 Ibs. complete. 


STANLEY COX LIMITED 


ELECTRO MEDICAL APPARATUS AND PHYSIOTHERAPY EQUIPMENT 
93-97 NEW CAVENDISH ST., Wi! Telephone: LANGHAM 4551/6 
WEST OF ENGLAND: A. Brewin, 23 Broad Street, Bath. Tel: 2322 NORTH OF ENGLAND: D.6 Victoria Buildings, 32 Deansg 
Manchester 3. Tel: DEAnsgate 3726. SCOTTISH REPRESENTATIVE: H. A. West, 4/ Watson Crescent, Edinburgh. Tel: 68538 

MIDLANDS REPRESENTATIVE: J. W. Herbert, 19 Woodland Ave., West Hagley, Stourbridge, Worcs. Tel: Hagley ee 



































Second-hand Books 
AND KINDRED AILMENTS 6nd 
Harrogate, the largest treatment centre in MEDICINE, SURGERY AND ALLIED 
Great Britain, is actively engaged in pro- SUBJECTS 
viding all types of physical treatment in STANDARD WORKS :_ SETS OF MEDICAL 
connection with the rheumatic diseases JOURNALS, OLD AND RARE MEDICAL BOOKS 
and all types of physical rehabilitation. ie a 
Extensive alterations have taken place, in- oT 2 4 er 
cluding the equipment of the establishment 
with DEEP POOL THERAPY, medical H. K. LEWIS & Co. Ltd. 
gymnastic facilities and occupational LONDON : 136, GOWER STREET, W.C.! 
therapy. Telephone : EUSton 4282 (7 lines) P.O. Box 66 
HARROGATE 
Treats both private patients under its All- SU)AAUINNNNMUANNVOMAVLLOLAUVUOO UAV UAUOUU AAA UASUER AAA AAS 
inclusive Treatment Scheme, and National = THE WORLD'S GREATEST BOOKSHOP 
aiiveiate EOYLES 
Medical enquiries as to cost, and how treat- 
ment can be obtained, will be welcomed by — = 7 - nae cig itis 
= 
B, ROBERTS, Manager, = — meerngraticter 
Section 2, = Medieal Books 
= New, secondhand and rare Books on every subject. 
THE ROYAL BATHS {5 sss thane cross roan vonvo 
a 119-125 CHARING CROSS ROAD LONDON WC2 
= Gerrard 5660 (20 lines) ye Open 9-6 (inc. Sats.) 
be A R Q oO G A T i a Nearest Station: Tottenham Court Road 


THNUNUUULONUAUNANNQANOEOUE0OO 1004440400000 UOUEAOOHOEEOEEE A OOUUUATAPOOEE EARP 
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ST. ANDREW’S HOSPITAL feta csonoene 
rove: Twn EARL SPENCER 


MEDICAL SUPERINTENDENT : : THOMAS TENNENT, M. D., F.R.. P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park, and pleasure grounds. Voluntary patients, who are suffering 


es, mental! disorders or who wish to prevent recurren 


from 
tacks of mental trouble; temporary patients, and certified pationte 


both sexes are received for treatment. Careful Siimioal. wad Ay penne renee ge ng . pathological examinations. Private 
as in 


seems with special nurses, male or female, in the Hospital or in one of the numerous Vv: 
NWANTAGE HOUSE 


oan be provided. 


the grounds of the various branches 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. There is an Operating Theatre, a ae o) Cucony. an X-ray Room, an Ultraviolet 


Apparatus, and a Department for Diathermy and High-frequency treatment. 


ns Laboratories for biochemical, 


bacteriological, and pathological research. Psychotherapeutic treatment is a when indicated. 


MOULTON PARK 
Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are s ape to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupationa) 
patients are given every facility tor occupying themselves in farming, gardening, and fruit 


therapy is @ feature of this branch, an 


i 
—— BRYN-Y-NEUADD HALL 


The seaside house of St. Andrew’s Hospital is pera ~ A 
scenery in North Wales. On the North-West side of the Es 


situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
te a mile of sea coast forms the boundary. Patients may visit this 


branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 


is trout-fishing in the park. OS am Rr IM | 


At all the branches of the Hospital there are cricket grounds, football and hockey 
Ladies and gentlemen have their own gardens, an eeittiog aoe are 


courts), croquet grounds, golf courses, and bowling greens. 
provided for handicrafts, such as carpentry 





unds, lawn tennis courts (, 


etc. 
or terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 


Fo 
oan be seen in London by appointment. 





BOWDEN HOUSE 


HARROW-ON-THE-HILL, MIDDLESEX 
Established in 191! Tel. : BYRon 101! & 4772 
(Incorporated Association not carried on for profit) 


A private clinic for the treatment of the neuroses and nervous 
disorders by psychotherapy and all modern physical therapies. 
Apply: MEDICAL DIRECTOR 


HEIGHAM HALL, NORWICH 


PRIVATE MENTAL HOME for Nervous and Mental iliness. All types 

of treatment carried out. A ion for Alcoholics and Addicts 

available. Special Geriatric Unit now open. Fees from 7 gns. per week 
upwards according to requirements. 

Apply to Dr. J. A. SMALL Telephone : Norwich 20080 


WYKE HOUSE HOSPITAL 


ISLEWORTH, MIDDLESEX 
Telephone : EALing 7000 
A private home for the individual treatment of all forms of 
nervous and mental illness, including aleoholism. 
H. PULLAR-STRECKER, M.D. G. W. SMITH, 0.B.E., M.B., OH.B. 








CHISWICK: HOUSE 


PINNER, MIDDLESEX 
Telephone: PINNER 234 
A private Nursing Home for patients suffering from all forms of 
Nervous and Psychological illness. Forty-four patients of both sexes. A 
certain number of herapy, lee patients received. Al! modern forms of treat- 


ment. Psychot wap lexy, Modified Insulin, ete. Two country 
bouses in adjoinin, 5 and 6 acres each res ively, 12 miles 
north-west of Londo: Gon trains Baker Street Station to Pinner. 
One-quarter of a 9 from nner Station. 


Apply to the Medical Director, DOUGLAS MACAULAY, M.D., D.P.M. 


SPRINGFIELD HOUSE 


Phone: BEDFORD 3417 Near BEDFORD 


For MENTAL CASES (including the aged) 


Fees from Ten Guineas per week 
For forms of admission, &c., apply to the Resident Physician 
Crepric W. Bower. 
INTERVIEWS IN LONDON BY APPOINTMENT. 











CLIFFDEN, 


TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and ow dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 


Resident Physicians—BERTHA M. MULES, M.O., 8.5. ANNE S. MULES, M.R.C.S., L.R.C.P, 





THE MEDICAL PROTECTION SOCIETY umirep 


Over 60 years experience in medical defence and protection 
Complete indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : £1 for first three years for newly qualified entrants and £2 thereafter 
Full perticulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 


Telephones—TEIGNMOUTH 289 and 537 











Vacancies 
. St. James’, 8.W.12. mae. & Locum Ipswich & East Suffolk. Sr. =e a. « 
ee AND EDUCATIONAL F tt eg. .. + 36 | Kettering Gen. Sr. H.O. 39 
: St. Stephen’s, S.W.10. Reg... .. 86] Leeds R.H.B. Locum Regs. 39 
ANASTHETICS Whittington, N.19. Reg. PS .. 36|]Medway & Gravesend M.C. Sr. 
King Edward Mem., W. & Assoc. Birmingham R.H.B. Regs. .. os ae me .. ae é 40 
Hosps. Reg re .. 35 |] Brighton & Lewes H.) Locum Norwich United Hosps. Locum Reg. 41 
North Middlesex, N. 18. H.O. i’ Sr > pe « .. 37 | Salisbury Gen. Reg 42 
Royal National T.N. & E., W. Reg. 36|Bury & Rossendale H.M.C. Jr. Shrewsbury. Royal “Salop Tnty. & 
Reg. —— H.M.O. os ee o% so - & Copthorne. Sr. oo 42 


South East Met. R.H.B. 
32 























Tae Lancer] THE LANCET GENERAL ADVERTISER (Serr. 7, 1957 
Stockton-on- ane Stockton & NEUROLOGY Leeds R.H.B. Locum me 39 
Thornaby. Ou. 42] Sheffield United Hosps. P.-t. Cons... 34) Newcastle R.H Co; 34 
U.S.A. Gaiatina. Mass. Residencies 43| Sutton. Belmont. P.-t. Jr. H.M.O... 42] Newcastle R.H. B. um Sr. Reg. 40 
Oxford R.H.B. Sr. Reg 41 
CASUALTY OBSTETRICS AND GYNAZCOLOGY South oe Met. R.H. » “Cons. & Sr. 3 
Connaught, E.17. Sr. H.O. 35 | City of London Maty, N.4. Sr. H.O. 35 -M. + : ee 
Hackney, E.9. H.O.’s. 35 | Marie Curie, N.W.3. Be, B: 0... ao 2 Wigan. Billinge. Reg. 43 
— Mary's H Hosp. for the East End, Pe: Bt. Mary pict 3% . 1 r. 33 RADIOLOGY 
Cardiff. St. David’s. Sr. H.O. 38 | Thorpe Coombe Maternity, 1. 17. H.O. 36} University Cotape Hosp. & Hosp. for 
Coichester Group H. M. Cc. Sr. HO. s 38] Birmingham United Hosps. Sr. Reg. 37} __ Sick Child., W.C.1. Sr. Reg. 36 
Grimsby Gen. Sr. H.O 39 | Cambridge United Hosps. Sr. Reg 38 | University College Hosp. & Maida 
Hertford County. Sr. H.O. .. 39] East Anglian R.H.B. Reg. 38 Mags Hosp. for Nervous Diseases. 
Reading & Dist. H.M.C. Sr. H.O. |. 41] Enfield. Chase Farm. Locum I 38 Reg. . 36 
Richmond, Surrey. Royal. Sr. H. 0. 41| Enfield. Chase Farm. Pre-reg. 1.0. 39] Birmingham R. H. B. & U nited Hosps. 
Rochdale Infy. Sr. H. .. 41] Louth. County. Sr. H.O. . 40] Sr. Reg 37 
Slough. Upton. Locum “Reg. a3 ponents Lyi B. a Reg. 41 Sheffield I R.H.B. Cons. 34 
Slough. Upton. Sr. H.O ewmarket Gen. Sr. - 
Sutton & Cheam. Sr. H.O. 42 Neswite. Norfolk & Norwich. Pre- RADIOTHERAPY 
HO. a .. 41] Melbourne. Aust. Cancer pecarred 
CHEST AND TUBERCULOSIS oxford RALB.” : . -. sp See Come oe 
London Ch E.2 ‘ 35 | Rochford, Essex. Gen. H.O. cae ke 
ondon one . . : SURGERY 
B ham R.H. . Reg. 37 | Shoreham - by - Sea. Southlands. Ciamnenad: Gk: - Be BO 35 
Edinburgh. Royal Victoria. H.O. 38] ., Locum Reg... pot og ok OO ere ae” Sree. Tien ee 
Harefield, Middx. Reg. pe 39 me eA Rove Salop Infy. & woh oe Diag te 3 ee os 
Maidstone. Preston Hail. Jr. H.M.O. 40 . Fe; wie ‘beth, S.E.11 — ats a 
Oxford United Hosps. Reg. 41| Watford. Shrodells. Jr. H.M.O. 42 | oreete ae a on z 
BS: oa Hail ‘Hosp. & 41 | OPHTHALMOLOGY % Royal Masonic, W.6. Reg. 36 
York. Fai feld dll s city Hosp. Coventry & Warwickshire. Locum tes eae -Furness. North Lonsdale. os 
Se. HO. 43) Romford Group H.M.C. P.-t. Clin. nae: Westwood. Locum Sr. H. 0. 36 
Asst. i “ oe 41 bes .° 
EAR, NOSE, AND THROAT Poe a _— Birmingham R.H.B. Reg. 37 
Royal National T.N. & E., W. P.+t. Surbiton. a See: sd 43] Bishop Auckland. Gen. H.O 37 
Clin. Assts. & O.P. Assts 36 Bishop’s Stortford. Herts ® Essex 
Birmipehats. Dudley Reed. a 0. $? ORTHOPADICS ao Gen. a i -- * » 0.’ + 
r 37 | Beverley. Weétwood. H.O. .. 36 | Bournemou stchure 
Birmingham R.H.B. Regs 37 | na a i ~. 37 | Bournemouth. Royal Victoria. H.O. 36 
Ipswich & East Suffolk H.0. 39] Bolton. Royal Infy. Sr. H.O. 36| Brighton. Royal Sussex County. Pre- 
faepenk Galen tacos “Sei iz.0. 1: 40| Caerphilly. Prereg. HO... 38] to HO, iicsps. P.-t. Cone. 1. 34 
ye Ys ae osps. ns. 
Liverpool. Walton. Sr. Py 40 Colchester ae - — = = 38 | Burton-on-Trent Gen, Locum Reg... - 37 
Nottingham Gen. Sr. H.( -- 41 Grimsby. Gen. ‘Sr. 39| Carshalton. Queen Mary’s Hosp. for 
Scotland. South-Eastern K. H.B. Sr. Ipswich & East 2 5.0. H.O. 39 Child. H.O. 38 
é Reg. . -- 421] Toswich & East Suffolk. Sr. H.O. 39 | Chichester. Royal West Sussex. H. 0. 38 
cotland, Western R.H.B. Regs. 42 imowresth. a Middlesex. Reg. 39| Derby. City. Pre-reg. H.O. or Sr. 
Southend Gen. Locum Reg. .. 42 r. 39 H.O. & Sr. H.O. ae 
pingutes m, Saree aoe Regs. . 39 | Derby. Derbyshire Royal Inty. Pre- 
GERIATRICS Louth. eo Reg.. 40 reg. H.O. or Sr. H.O -. 38 
Edgware Gen. Locum Sr. H. 38] Manchester R.H.B. Locum Reg. .. 40] Edgware Gen. H.O. .. 38 
Isleworth. West Middlesex. fi. Oo. 39] Manchester United Hosps. » '* 49] Enfield. Chase Farm. H.O. 38 
Kettering & District H.M.C. Sr. H. 0. 39| Manchester. Withington. Sr. H.O... 40] Bpping. St. Margaret's. Sr. H.O. 38 
Orpington. Kent. Sr. H.O. . 41] Northampton Gen. H.O. 41] Grantham & Kesteven Gen. 39 
Pontefract. Headlands. Sr.H.O. :. 41 Netwity Norfolk & Norwich. Pre- Harrogate & Dist. Gen. er i. 0. 39 
<a A& Tatsaster, H.M.C. Jr. . Ae 41 ge a ee Ey gf 
-« 4 Notti ee Gen. Sr. H.O. 41 ove 
” Nottingham ¢ Siem? Sr 11.0. {i | Huddersfield Royal Infy. 1.0. 39 
"&MATOLOGY Stoke-on-Trent. North Staffs Royal Leeds R.H.B. Locum ay 
Somme West Met. R.H.B. Temp. Jr. as Infy. Sr. H.O. 42 ages. Booth "Hall Child’s. Sr. 7m 
-M.O. es e ee e Stoke-on-Trent. Orthopeedic sr. “UV. .. ++ . ++ s 
INFECTIOUS DISEASES » : me ; . 3 Meader —¥" Cor _' ews 40 
¥ Wakefield. Pinderfields Gen. Sr. H.O. 43 um inst. or. H.O. 
Eastern (Fevers), E.9. H.O. / - Manchester United Hosps. Sr. H.O. 40 
appeen. Littis “Bromwich. Sr. 39 PZDIATRICS Manchester Victoria em. Jewish. PP 
Irvine. Ayrshire Central, Jr. H.M.O. 39 any ge og 2 Sepelcaelcemme bbe Manchester. West Manchester H.M.C. 
Leeds. Seacroft. Sr. H.C 39 Canterbury. Kent & Canterbury. H.O..... oe ad an 
Windygates, Fife. Cinneien LD. H.0. 43 ae “~p hb: ie igh Newton Abbot. Devon. Sr. Hi. 0. 40 
MEDICINE om aoe Mary’s Hosp. for 38 one oe » Pg Ew r. H. me : as 
Bolingbroke, 8-W.11. A. o. G. nik 35 Edgware Gen. H.O. na ay ; : 38 Portsmouth Group H. M. Cc. Locum 41 
ammersmit! os “( § 0 
School, W.12. Hh O.’s 35 “7 Hempstead. West Herts. ~ 39 Reantil. Kast Surrey. | Pre- “Tee. H. 0. 41 
Hampstead Gen., _ W.3. “Pre- Tee. Newcastie R.H.B. Regs. ; 40 — ee ae Oo. 7; 
H.O. . 35] Scotland. Western R.H.B. Reg. oe 42 Salisbu Png or H. 0. o r H.O 42 
Plaistow, E.13. H.O 35] Stoke-on-Trent. City Gen. Pre-reg. Sh id h~ 1 Sal Int Co} 
South Bl i E ie Reg. 36] HO. . : : ri Aang oy ema op ty. y P- a 
St. Clement’s 3 a: a . 
- . Nicholas, 8 . 3H 18. HO. 38 Swindon & Dist. H.M.C. Sr. H.O. 42 Svat Upton. Locum H.O 41 
sht Se 36 Royal Free Hos G , TEA 
Barnstaple. North Devon Infy. H.O. 36 i » ties 35 Torquay. "Torbay. Sr. H.0.. 42 
Brighton. Royal Sussex County. Pre- South London Hosp. for Women & beh se ty? Curnberiand. * Locuii és 
reg. H.0 37] Child., S.W.4. Sr. H.O. 261 wetean mm. New On oem 
Cardiff Royai Hamadryad ‘& Sea- Birmingham United Hosps. Sr. H.O. 37 ae New _ re- 4s 
men’s. Sr. H 38] Blackburn & Dist. H.M.C. Sr. H.O. 36 « = 
Carluke, rs a “Law. Sr. H.0. 38 Epsom. Mental Hosps. Group Lab. THORACIC SURGERY 
Chelmsford. St. John’s. H.O. -. a Reg. .. a's os ov .- 38] Kast Anglian R.H.B. Cons 34 
Doncaster. Western. Jr. H.M.O. 38 | Manchester R.H.B. Locum Sr. H.M.O. Liverpool. Aintree. Sr. H.O. 40 
Driffield. East Riding Gen. H.O. 38 or Locum — -. 34] Warwick. Ki Reweah Vir Mem. 
Hastings H.M.C. Locum R.M.O. 39| Reading Area Hosps. Sr. H.0. 411 Chest. Jr. HMO. 43 
Hove Gen. Pre-reg. H.O.  .. 39 petaes. Western R.H.B. +s. a 
Leeds R.H.B. Locum Regs. .. 39 ng ok a Fife 1 District Lab. Reg. 43] GENERAL 
Liwynpia, Rhondda. H.O. .. .. 40] St. John’s, Newfoundland, Canada. Canada. Grace Hosp., Winnipeg. 
reer onyy = Bor gg —— -~ ae 4 Phas = ay m al diana,“ sa ta Residencies & Sr. Internships -. 43 
ewton 0 Sr. H. § " re da. 
Romford. Victoria. H.0. 41| Gen dre Asst. & Interne... 43] PUBLIC APPOINTMENTS 43 
Scotland. South-Eastern R. B. Reg. 42 
Shrewsbury. | Royal Salop Inty./ PLASTIC SURGERY GENERAL PRACTICE $4 
Copthorne. oO .. 42] Manchester R.H.B. Reg. 40 
Stockton-on-Tees. ‘Stockton & sas ea - 
Thornaby. H.O. .. ee .. 42] PSYCHIATRY 
Stoke-on-Trent. North Staffs Royal Fountain Group H.M.C. Jr. H.M.O. 35 The Terms and Conditions of Service > 
Infy. Pre-reg. H.O.. 42] Birmingham R.H.B. Reg. 37, H Medical and Dental Staff ap 
South, Africa, Donald Fraser Hosp. Bristol Mental H.M.C. Jr. HLM. 0. all N.H.S. hospital posts we advertise, wu: 
43 & Sr. H.O. .. 37 | otherwise stated. Canvassing Seenery but 
Sydney. Reval ‘South n By dney Hosp. Carlisle. Garlands. Sr. H.O.. 37 | candidates may normally visit the hospital 
Med. Supt. . 34] Lancaster Moor. Jr. H.M.O.. 401 by appointment. 
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Academic and Educational 


UNIVERSITY oF LONDON 





A LECTURE entitled ‘“‘ Some New r ‘oncepts of Sex Anomalies 
will be delivered by Prof. MuRRay L. BaRR (Western Ontario) 
at 5 P.M. on 13TH SEPTEMBER at the Charing Cross Hospital 
Medical School, Chandos-place, Charing Cross, W.C.2. 

Admission free, without ticket. 

JAMES HENDERSON, Academic Registrar. 


UNIVERSITY OF GLASGOW 


” 


LECTURESHIP IN SURGERY AT THE WESTERN INFIRMARY 

Applications are invited for a Lectureship in Surgery at the 
Western Infirmary. Salary according to placement on University 
seale for clinical teachers. The final maximum is £1900 p.a. 
F.S.S.U. and family allowance benefits. 

Applications (12 copies) should be lodged, not later than 27th 
September, 1957, with the undersigned, from whom further 
particulars may be obtained. 

Rost. T. HUTCHESON, Secretary of University Court. 
UNIVERSITY OF GLASGOW 


LECTURESHIP IN PATHOLOGY AT THE WESTERN INFIRMARY 

Applications are invited for a Lectureship in Pathology. 
Salary according to placement on University scale for clinical 
teachers. The final maximum is £1900 p.a. F.S.S.U. and family 
allowance benefits. 

Applications (12 copies) should be lodged, not later than 27th 
September, 1957, with the undersigned, from whom further 
partic ulars mi iy be obtained. 

Rost. T. Hutrcrsson, Secretary of University Court. 


THE ROYAL INS CiTUTE OF OF PUBLIC HEALTH AND 
H 


THE DIPLOMA IN PUBLIC HEALTH 
THE DIPLOMA IN INDUSTRIAL HEALTH 

The next COURSES OF INSTRUCTION for the above Diplomas 
will commence on 20TH SEPTEMBER, 1957. Tuition may be taken 
whole-time or part-time. 

Prospectuses, enrolment forms, and full details may be 
obtained from the Acting many of 28, Portland-place, London, 
W.1 (Telephone : LANgham 2731/2). 

INSTITUTE OF CANCER RESEARCH 
ROYAL ‘NCER HOSPITAL 


The Radiotherapy Dep. ~.ment of the Royal Marsden Hospital 
arranges LECTURE DEMONSTRATION COURSES, lasting 1 week, 
which are open to visitors from Great Britain and abroad. 

These Courses are held in MAY and NOVEMBER only, and the 
next course will be held during the week commencing 11TH 
NOVEMBER, 1957. 

The course includes the following :— 

Radiotherapy for patients with tumours of the larynx and 
pharynx, bladder, uterus, breast, brain, bronchus, testicle, 
and other sites. 

Supervoltage, teleradium, and teleceesium therapy. 

Radioactive isotope therapy. 

Clinical investigations bry a radioactive isotopes. 

The fee for the course is £5 ‘ 

Full details and applic ation forms can be obtained from the 
Director of ¢ wie —, Royal Marsden Hospital, Fulham- 
road, London, 3.W. Applications should be received not later 
than 18th Oc tobe e. 

NATIONAL HEART HOSPITAL 
Westmoreland-street, W.1, and Buckingham 


The sT. CYRES LECTURE for 1957 will be delivered in the 
Barnes Hall of the Royal Society of Medicine, 1, Wimpole-street, 
W.1, on TUESDAY, 15TH OCTOBER, at 5 P.M., by Dr. A. RAE 
GILCHRIST. 

Subject : Clinical Aspects of High Grade Heart Block. 

Members of the Medical Profession are cordially invited. 
THE UNIVERSITY OF MANCHESTER. Applications 
are invited for the post of LECTURER or ASSISTANT 
LECTURER in the Clinical Section of the Rheumatism Research 
Centre. Salary : Lecturer, on a scale rising to £2150 p.a. ; 
Assistant Lecturer, £900-£100—£1300 p.a. Status and initial 
salary according to qualifications and experience. Membership 
of the F.S.S.U. and children’s allowance scheme. 

i ons should be sent not later than Ist October, 1957, 
to the Registrar, the University, Manchester, 13, from whom 
further particulars and forms of application may be obtained. 


Hospital Services : Senior Appointments 


SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time CONSULTANT RADIOLOGIST required. Duties mainly 
at Nottingham General Hospital. 

Application forms and further details from Senior Adminis- 

trative Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood- road, Sheffield, 10. Forms to be returned by Sth 
October, 1957. 
SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications invited for the post of ASSISTANT NEUROLO- 
GIST (Consultant grade) with main duties at the Royal Hospital 
and its Fulwood Annexe, and at the Royal Infirmary. The 
appointment will be maximum part-time. 

Applications (16 copies), stating age, qualifications and 
experience, together with the names and addresses of 3 referees, 
should be sent not later than 28th September, 1957, to the Chief 
Administrative Officer, The United Sheffield Hospitals, Central 
Office, West-street, Sheffield, 1, from whom further details may 
be obtained. 
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BRISTOL. UNITED BRISTOL HOSPITALS. Applica- 
tions are invited for the post of CONSULTANT SURGEON 
(maximum part-time) to the United Bristol Hospitals, who will 
also be accorded an honorary contract by the South Western 
Regional Hospital Board. The terms and conditions of service 
negotiated between the Ministry and the Profession apply, and 
the successful applicant will be required to start on Ist June, 
1958. Experience of surgery of children would be an advantage. 

Applications, stating age, qualifications, and experience, 
together with the names of 3 referees, should be sent to the 
Secretary to the Board, Royal Infirmary, Bristol, 2 (from 
whom further particulars can be obtained) by 7th October, 1957. 


EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
CONSULTANT THORACIC SURGEON  (whole-time or 
maximum part-time), Thoracic Surgery Centre, Papworth 
Hospital, Cambridge. Duties mainly at Papworth Hospital, 
but will include consultative sessions at other hospitals in the 
region. Wide experience in thoracic and cardiac surgery and 
higher qualification essential. 

Applications (8 copies), stating age, experience, and names of 
3 referees to the Board’s Senior Administrative Medical Officer, 
117, Chesterton-road, Cambridge, by 16th September, 1957. 
Candidates invited to visit Hospital by direct arrangement 
with Physician-Superintendent at Papworth Hospital. 
MANCHESTER REGIONAL HOSPITAL BOARD invites 
ener for the post of Locum SENIOR HOSPITAL 

DICAL OFFICER — Pathology to the South Manchester 
Hospital Management Committee for weeks commencing 
October, 1957, or a Locum REGISTRAR in Pathology for 12 
weeks commencing October, 1957. Duties divided between 
Withington Hospital Laboratory and Wythenshawe Laboratory, 
and would include all branches of clinical pathology except 
biochemistry. 

Applications, with the names of 2 referees, to be forwarded 
to the Group Secretary, Withington Hospital, Manchester, 20. 
NEWCASTLE REGIONAL HOSPITAL BOARD. Con- 
SULTANT PSYCHIATRIST in Child Guidance, St. Luke’s 
Hospital, Middlesbrough (567 Beds). The Child Guidance 
Unit of this Hospital consists of an inpatient unit of 16 beds 
and an active outpatient department. Additional outpatient 
clinics will be arranged in association with the North Riding 
Local Authority. The appointment is whole-time ; up to 2 
sessions per week may be spent at the Unit of Child Psychiatry, 
Newcastle, a teaching and research unit associated with the 
University Department of Psychological Medicine. Oppor- 
tunities will be given for devoting some time to adult psychiatry. 
Appointee to reside to close proximity to the Hospital. Further 
particulars from Regional Psychiatrist. 

Applications, with names and addresses of 3 referees, to 
Regional Psychiatrist, Regional Hospital Board, Benfield-road, 
Newcastle upon Tyne, 6, within 28 days. og 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time ASSISTANT PSYCHIA- 
TRIST (Senior Hospital Medical Officer grade) at Belmont 
Hospital, Sutton, Surrey, for duties in the Social Rehabilitation 
Unit which has 100 Beds and is for the treatment of personality 
problems. Group methods of treatment are stressed. Candidates 
should possess the D.P.M. 

Applications by letter (5 copies), giving date of birth, quali- 

fications, experience, and names of 3 referees, to Secretary (S1), 
South West rep eeneien Regional Hospital Board, 11a, 
Portland-place, W.1, by 28th September, 1957. Applicants may 
visit Hospital by local arrangement. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time ASSISTANT CHILD 
PSYCHIATRIST (Senior Hospital Medical Officer grade) to 
work under Consultant in the Hampshire Child Guidance 
Service. Successful candidate will be required to act as Psychia- 
trist at certain of the child guidance clinics provided by the 
Hampshire Education Committee, predominantly in the 
southern part of the County, and at the approved school and 
remand homes in Winchester. 

Applications by letter (5 copies), giving date of birth, quali- 

fications, experience, and names of 3 referees, to Secretary (S.1) 
South West Metropolitan Regional Hospital Board, 11a, 
Portland-place, W.1, by 28th September, 1957. Applicants 
may visit clinics by arrangement with County Medical Officer 
of Hampshire ( Jounty Council. 
SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Whole-time CONSULTANT PSYCHIA- 
TRIST at St. James’ Hospital, Portsmouth, whose duties will 
include charge of the Electro-encephalographic Department. 
Candidates should possess D.P.M. and a higher medical quali- 
fication, and must have considerable electro-encephalographic 
and mental hospital experience. 

Applications by letter (5 copies), giving date of birth, quali- 

fications, experience, and names of 3 referees, to Secretary (3.1), 
South West Metropolitan Regional Hospital Board, 11a, 
Portland-place, W.1, by 28th September, 1957. Applicants 
may visit Hospital by local arrangement. 
SYDNEY. ROYAL SOUTH SYDNEY HOSPITAL, 
Joynton-avenue, ZETLAND, SYDNEY, AUSTRALIA. (Acute Hos- 
pital of 100 Beds.) Applications are invited from registered 
medical practitioners for the position of MEDICAL SUPER- 
INTENDENT at the above Hospital, situated in a large industrial 
area. Total attendances Casualty and Outpatients Department 
—61,000 per year. Accommodation available at the Hospital 
for a single man. Salary in accordance with determination 
approved by the Hospitals Commission of N.S.W., at present, 
£A2014 p.a., less £188 a year for board and residence. 

Applications endorsed ‘“‘ Medical Superintendent,” stating age, 
qualifications, experience, nationality and marital status together 
with copies of 3 testimonials, to be forwarded to reach the 
undersigned not later than Ist October, 1957. The successful 
— ant will be required to commence duties during January, 
195 R. T. WrieuHt, 

Secretary and Chief Executive Officer. 

















' 
4 
1 
é 
] 
L 
] 
é 











THE LANcET] 


THE LANCET GENERAL ADVERTISER 


[Sepr. 7, 1957 





MELBOURNE, “ere AUSTRALIA. CANCER 
INSTITUTE BOARD. App lications are invited from suitabl 
qos} medical practit _ for the position of CONSULTAN 
THERAPIS dition to clinical duties at Mel- 
bourne, the ponte will be required to conduct consultative 
——_ clinics within the State of Victoria. The Institute 
as modern equipment for radiotherapy, includ a 4 M.E.V. 
Linear Accelerator, and other well-appointed services for treat- 
ment of inpatients and outpatients (18,500 attendances annually ). 
ere are facilities for research in the clinical sphere, medical 
jn my and any The full-time salary at commencement 
will be at the rate of £43306 6s. 8d. p.a. Other terms of the 
appointment include: (a) Rights to limited private practice 
under certain conditions ; (6) Superannuation ; (c) Long-service 
leave, recreational and sick leave entitlements. The position is 
non-resident. An appointee from overseas will be granted first- 
class fares for himself and family also an ee S £200 
sterling for the transport of furniture and personal e 
Further information is available from the eee with 
whom applications = on 31st October, 1957 
. CAMERON, Manager ¢ and Secretary. 
ST. JOHN'S, WEWFOUNDLANG. CANADA. GENERAL 
HOSPITAL. Applications are invited for the post of PATHO- 
LOGIST to the above Hospital. Successful applicant will also 
be appointed as Assistant Director, Public Health Laboratories. 
Major experience in surgical pathology and morbid anatomy 
essential. Experience in biochemistry, hematology, and bac- 
teriology is desirable. The Department undertakes the surgical 
and autopsy pathology for all hospitals in Newfoundland. Last 
year over 6000 surgical specimens examined and 250 autopsies 
were performed. The Pathology Department of the Hospital 
is approved by the Royal College of Physicians and Surgeons of 
Canada for Postgraduate training. There are 3 Resident 
Ipternes and a Junior Assistant Pathologist attached to the 
epartment. Salary $10,000 p.a. Annual vacation of 24 working 
days based on 5-day week. Post is pensionable. Transportation 
to St. John’s will be paid. 
Applications in writing, with copies of 3 recent testimonials, 
should be forwarded as soon as possible to — 
Dr. E. W11son, Superintendent. 
General Hospital, St. John’s, Newfoundland, Canada. 


Hospital Services : Junior Appointments 


BOLINGBROKE HOSPITAL, Wandsworth Common, 
8.W.11. HOUSE PHYSICIAN (resident), vacant 14th October, 
1957. Open to registered practitioners and pre-registration 
candidates. 

Apply Hospital Secretary, enclosing copies of 3 recent testi- 
monials, by 11th September, 1957. 3 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. REGIS- 
TRAR in Pediatric Department, whole-time, non-resident 
except when on duty, under supervision of Consultant Pedia- 
trician. Neonatal experience desirable. Commencing Ist 
November, 1957. Hospital may be visited by appointment. 

Application forms obtainable from, and returnable to, Group 

retary, Central Middlesex Group Hospital Management 
aan Park Royal, N.W.10. Closing date 14th September, 








CITY OF LONDON MATERNITY HOSPITAL, Haniley- 
road, London, N.4. RESIDENT MEDICAL OFFICER (Senior 
House Officer). Vacant Ist October. Recognised for M.R.C.O.G. 

Application forms obtainable from Hospital Secretary, and 
returnable by 20th September. 
CONNAUGHT HOSPITAL, Walthamstow, E.17. (123 
Beds. ) Pr oe. are invited for the post of SECOND 
CASUA ICER with duties in the Department of 
ys eee and Traumatic Surgery (Senior House Officer 

ade). Recognised for F.R.C.S. Salary £819 10s. p.a., less 

150 p.a. for board, lodging, &c 

Applications, with full details and copies of 2 recent testi- 
monials, to be sent immediately to Secretary, — \ cared 
Hospital Management Conimittee, Langthorne-road, 
EASTERN HOSPITAL (Fevers), London, E.9. aeetared 
HOUSE PHYSICIAN. Duties may include some work in Chest 
Unit. Facilities for postgraduate study for higher qualifications. 

Applications to Group Secretary, Hackney Hospital, London, 
E.9, by 21st September, quoting E 10. 
FOUNTAIN GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Immediate applications are invited from registered 
medical practitioners (Male or Female, resident or non-resident) 
for the appointment of JUNIOR HOSPITAL MEDICAL 
OFFICER (National Health Service salary scale). Fountain 
Group caters for 660 mentally deficient children, 80 adult female 
defectives, and 50 blind children, and provides wide e xperience in 
neurology, pediatrics and child psychology, as well as in mental 
deficiency. There are clinical, neuropathological and biochemical 
research units, and clinical conferences are held weekly. Num- 
erous lectures and demonstrations are given to students and 
graduates. 

Applications, giving full particulars and names of 3 referees, 
to Secretary, Fountain Hospital, Tooting-grove, London, 8.W.17. 





GERMAN HOSPITAL, London, E.8. (General—157 Beds.) 
Applications are invited for the 12 months appointment, vacant 
16th September, 1957, of SENIOR HOUSE SURGEON (general 
surgery), and should reach the Group Sore, Hackney 
Hospital, E.9, by 13th September, quoting GH/S 
HACKNEY HOSPITAL, London, E.9. (General—841 
Beds.) Applications for the 6 months Resident House Officer 
appointments of 





(a) CASUALTY r OFFICER AND HOUSE SURGEON, 
E.N.T., now vacant. 
(b) CASUALTY OFFICER AND HOUSE PHYSICIAN, 


Skin Department, vacant in September. 
Applications should be sent immediately to Secretary, above 
address, quoting C.O. (a) or (b). 








HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12. 5 RESIDENT 
HOUSE PHYSICIANS (general medicine) required lst Novem- 
ber. 2 of these posts will give experience in neurology and 
rheumatism. 

Applications, stating age, qualifications, experience, copies 
of 2 recent testimonials, to Secretary, Board of Governors, The 
Hammersmith, West London and St. — Hospitals, Ducane- 
road, London, ’w. 12, by 14th Septembe 
HAMPSTEAD GENERAL HOSPITAL, Haverstock-hill, 

le (ROYAL FREE HOSPITAL GROUP.) Applications are 
invited for the following po -registration posts :— 

HOUSE PHYSICIA 

HOUSE SURGEON. 

Both vacant Ist October, 1957, and tenable for, a period of 
6 months. 

Application forms may be obtained from the Secretary, to 
whom they should be returned together with copies of 3 recent 
testimonials, by 18th September, 1957. 
KING EDWARD MEMORIAL HOSPITAL, Ealing, and 
Associate Hospitals. NORTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. ANAESTHETIC REGISTRAR (whole-time, 
resident), required Ist November. Staff includes Registrar and 
Senior House Officer Anesthetists. Post recognised for D.A. and 
F.F.A.R.C.S. examinations. King Edward Memorial Hospital 
and Associate Hospitals may be visited by direct appointment. 

Application forms obtainable from and returnable to the 
Group Secretary, West Middlesex Hospital, Isleworth, by 
17th September. wn taht 

AMENDED ADVERTISEMENT 

LAMBETH HOSPITAL, Brook-drive, S.E.11. South 
WEST ee: ITAN REGIONAL HOSPITAL BOARD. Applications 
are invited from registered medical practitioners for the post of 
SURGICAL REGISTRAR. The appointment is normally for 
2 years, but is subject to review at the end of 1 year. It 
recognised for the F.R.C.S. Duties comprise general surgery, 
orthopeedics, and E.N.T. The post is resident or non-resident, but 
if the latter the successful applicant will be required to sleep in 
on nights on duty. 

Forms of cpeiieatien obtainable ‘trom the Group Secretary, 
Lambeth Group Hospital Management Committee, See eT. 











LONDON CHEST HOSPITAL. | “Hospitals for ieanene 
OF THE CHEST. Applications are invited for the post of MEDICAL 
REGISTRAR. The appointment is for 1 year in the first instance 
and is non-resident. Duties include ward rounds, outpatient 
clinics and attendance at the Country Branch, near Letchworth. 
Applications, stating date of birth, qualifications with dates, 
and previous appointments held, with copies of 3 testimonials, 
should reach the undersigned not later than 14th September. 
THOMAS BROWN, House Governor. 
London chest. eepial E.2. 
AMENDED ADVERTISEME! ‘ky 
MARIE ose HOSPITAL , 66, F 





ohn’ SE SU 
stead, N.W GY N-ECOLOGICAL ous SURGEON 
a resident, required immediately. he House 
Officer grade. 


‘Applications, with copies of testimonials, to the Administrative 
cer. 


METROPOLITAN HOSPITAL, Kingsiand-road, London, 
E.8. (General, 146 Beds.) Applications are invited for the post 
of HOUSE SURGEON from provisionally or fully registered 
candidates, stating age, nationality, qualificatfons and experi- 
ence, together with copies of 3 testimonials to the Hospital 
omre by isa eee ed 

ORT ESEX HOSPITAL, Edmonton, N.18. 
RESIDENT | HOUSE ANESTHETIST (House Officer), required 
for 8th October, 1957. 6 months appointment. Post recognised 
for D.A. and F.F.A.R.C.S. Whole-time duties under supervision 
of Senior Anzesthetists. 

Applications, stating age, nationality, qualifications, experi- 
ence, with copies of recent testimonials, to Secretary of Hospital, 
by 10th September, 1957. " 
PLAISTOW HOSPITAL, Samson-street, London, E.13. 
(189 Beds.) Applications are invited for the appointment of 
RESIDENT HOUSE OFFICER (post-egistration or pre- 
registration second post), for 6 months commencing Ist October, 
in the Chest Unit and Infectious Diseases Unit. Some experience 
in diseases of the chest desirable. The position offers good 
opportunities for experience in general medicine. 

Applications, with copies of recent testimonials, to Hospital 
Secretary by 11th September. ae ea hl 
PRINCE OF WALES’S GENERAL HOSPITAL, N.15. 
Applications are invited from registered medical practitioners 
for the appointment of RESIDENT GYNASCOLOGICAL 
HOUSE SURGEON (Senior House Officer) (recognised for 
M.R.C.O.G. examination) to the above Hospital. for a period of 
6 months, vacant 23rd October, 1957. 

Application form from Secretary to be returned by 21st 

September, 1957. 
QUEEN MARY’S HOSPITAL FOR THE EAST END, 
Stratford, E.15. JUNIOR CASUALTY OFFICER (House 
Officer third post) required for 6 months commencing as soon 
as possible. 

Applications, with the names of 3 referees, to Hospital 
Secretary by 13th September, 1957. 














ROYAL FREE HOSPITAL GROUP. Applications are 
invited for the post of RESIDENT PATHOLOGIST (House 
Officer), vacant list October, 1957, from registered Men and 
Women practitioners. The post is for 6 months, renewable for a 
further 6 months. Salary and conditions of service in accordance 
Sane the scale laid down by the Ministry of Health for House 

cers. 

Application forms may be obtained from the Secretary, 
Royal Free Hospital, Gray’s Inn-road, W.C.1, to whom they 
should be returned not later than 21st September, 1957. 
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ROYAL MASONIC HOSPITAL, Ravenscourt Park, 
London, W.6. sogee ations are invited for the post of RESI- 
DENT SURGICAL REGISTRAR. Appointment about Ist 
October, 1957. Gross salary: first year £935 (residential 
emoluments of £130 deductible) ; second year £1061 10s. (resi- 
dential emoluments of £145 deductible). 

Please state age, qualifications, past and present appointments 
and include 2 recent testimonials and/or the names of 2 referees. 
Applications should reach the undersigned (from whom further 
information may be obtained) as soon as possible, and in any 
event not later than 14th September, 1957. 

R. E. Lawson, Secretary and House Governor. 

ROYAL NATIONAL THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1. There 
will be a vacancy for an ANASSTHETIC REGISTRAR (resident 
or non-resident) from Ist November, 1957, to work as required 
at both hospitals. Applicants should have had some special 
experience in anesthesia and preferably should hold, or be 
working for, a higher qualification in that specialty. Registrar 
grading and salary in accordance with the terms and conditions 
of service under the National Health Service Act. 

Applic ations, giving full particulars of age, qualifications and 
experience, with the names of 2 referees, should be sent to the 
House Governor within 10 days. 

ROYAL NATIONAL wat os “NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1, with 
which is associated the Inatlinte of Laryngology and Otology 
(University of London). General Practitioner CLINICAL 
ASSISTANTS and OUTPATIENT ASSISTANTS. These 
appointments give those engaged in general practice who 
are able to attend for 2 sessions weekly over a period of 15 months 
commencing in Oc ‘tober, 1957, the opportunity of widening their 
clinical experience in the specialty. t the end of 3 months 
training period the holders will be appointed as Outpatient 
——— with remuneration under paragraph 10 (6) of the 

National Health Service terms and conditions of service. 

Further particulars may be obtained from the House Governor. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Angesthetics to fill a vacancy in the 
approved trainee establishment at the Woolwich Group of 
hospitals. The appointment will be in accordance with the terms 
and conditions of service of hospital medical and dental staffs 
(England and Wales), and will be for 1 year in the first instance. 

Applications, giving particulars of age, qualifications and 

experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, 11, Portland-place, London, W.1, not later than 
2ist Septémber, 1957. 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in General Medicine to fill a vacancy 
in the approved trainee establishment at the Camberwell Group 
of hospitals, available on 21st November, 1957. The appoint- 
ment will be in accordance with the terms and conditions of 
service of hospital medical and dental staffs (England and Wales), 
and will be for 1 year in the first instance. 

Applications, giving particulars of age, qualifications and 
experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, South East Metropolitan Regional Hospital Board, 
11, Portland- place, W.1, not later than 21st September, 1957. 
SOUTH LONDON HOSPITAL FOR WOMEN AND 
CHILDREN, Clapham Common, 8.W.4. Applications are invited 
from registered medical Women for the post of SENIOR HOUSE 
OFFICER in Pathology. Vacant Ist October, 1957. Previous 
experience in laboratory work is not essential. Applicants will 
be required to live near the Hospital. 

For forms of application apply to the Secretary. 

ST. JAMES’ HOSPITAL, Balham, London, 8.W.12. 
SOUTH WEST METROPOLITAN REGIONAL HOSPITAL BOARD. WANDS- 
WORTH HOSPITAL GROUP. ANACSSTHETIC REGISTRAR. Post 
recognised fot D.A. and F.F.A.R.C.S. Vacant 19th October. 

Application forms, obtainable from Group Secretary, at above 
address, to be returned by 18th September. (0391.) = . 
ST. JAMES’ HOSPITAL, Baitham, Losase, S.W.12. 
Locum ANASTHETIC REGISTRAR required from Ist 
October, pending filling of vacancy. 

Applications, stating age, qualifications, experience, and 

o—— of 2 referees, to Group Secretary at above address. 
(0392.) 
ST. MARY ABBOTTS HOSPITAL, Marloes-road, Ken- 
sington, W.8. Applications are invited for appointment as 
REGISTRAR (obstetrics and gynecology). Previous experience 
essential and preference given to candidates with a higher 
qualification. Post recognised for M.R.C.O.G. Candidates may 
visit the Hospital by arrangement. 

Applications (5 copies) to be submitted by 21st September, 
1957, on forms obtainable from, and returnable to, Group 
Secretary (L.75), Fulham and Kensington Hospital Management 
Committee, 5, Collingham-gardens, 8.W.5. 

ST. STEPHEN’S HOSPITAL, Cheisea, S.W.10. Registrar 
in Anesthetics (whole-time, non-resident). Vacancy 17th 
December, 1957. 

Application forms from the Group Secretary, St. Luke’s 

Hospital, Sydney-street, London, 3.W.3, to be returned within 
14 days of date of advertisement. (Enclose foolscap stamped 
addressed envelope. ) 
THORPE COOMBE MATERNITY HOSPITAL, Waitham- 
stow, E.17. (58 Beds.) Applications are invited from medical 
Women for the post of JUNIOR OBSTETRIC OFFICER 
(graded House Officer) vacant 22nd October, 1957. The 
Hospital is recognised by the Royal College of Obstetricians and 
Gynecologists. 

Applications, with full details and copies of 2 recent testi- 
monials, should be sent immediately to Secretary, Hospital 
Management Committee, Forest Group, Langthorne-road, E.11. 
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ST. CLEMENT'S HOSPITAL, Bow, E.3. House Physician 
baw pre-registration) for general medical wards. 

Applications, stating age, qualifications and experience, 
toge ther with the names and addresses of 2 referees, to be sent 
to Hospital Secretary immediately. 

ST. NICHOLAS HOSPITAL, Tewson-road, Piumstead, 
S.E.18. HOUSE PHYSICIAN. Vacant mid-September. 
Recognised for pre-registration purposes. 
o Fh ad to Group Secretary, Memorial Hospital, Woolwich, 
UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
W.C.1, and THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, W.C.1. Applicaticns are invited for the appointment of 
SENIOR REGISTRAR to work in the X-ray Diagnostic 
—— ments at University College Hospital (6 half-days a week) 
at the Hospital for Sick Children (5 baif-days a week) for 
1 year in the first instance from Ist November, 1957. 
opp enes. with the names of 2 referees, by 21st September, 
vl. 


UNIVERSITY COLLEGE HOSPITAL AND MAIDA VALE 
HOSPITAL FOR NERVOUS DISEASES. Applications are invited 
for a joint SENIOR REGISTRARSHIP in the X-ray Diagnostic 
= artments of University College Hospital x half-days a week) 

of the Maida Vale Hospital for Nervous Diseases (2 half-days 
. ‘woek) for 1 year in the first instance from 1st November, 1957. 

Applications in writing, with the names of 2 referees, to the 
Administrator and Secre' ~y ¢ igs College Hospital, 
Gower-street, W.C.1, by 21st September, 1957 
WHITTINGTON HOSPITAL, London, N.19. (1066 Beds.) 
ANZESTHETIC REGISTRAR required. Vacant 14th October, 
1957. Post recognised for F.F.A.R.C.S. and D.A. Hospital 
may be visited by direct appointment. 

Application forms obtainable from, and returnable to, Secretary, 

46, Cholmeley Park, N.6, by 17th September. 
ALTON GENERAL HOSPITAL, Alton. (136 Beds.) 
SENIOR HOUSE OFFICER (medical). Post vacant Ist October. 
1957. Resident. Candidates should have some experience of 
anesthetics. Post recognised for D.A. There are 2 other resident 
— House Officers and 1 full-time Consultant Surgeon on the 
8 4 

Applications, stating age, qualifications, and experience, 
together with copies of 2 testimonials, to the Hospital Secretary. 
ASHFORD HOSPITAL, Ashford, Middlesex. (560 Beds.) 

STAINES GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, 
RESIDENT HOUSE PHYSICIAN for general medical uties. 
6 months appvintrhent vacant Ist October, 1957. Preference 
given to pre-registration candidates, 

a —. ow qualifications and experience, with 
copies of up t testimonials, to Medical Director of 
Ashford Hospital: Ashford, Middlesex. 

BARNSTAPLE. NORTH DEVON INFIRMARY. (105 
Beds. ) HOUSE PHYSICIAN required, recognised pre- 
registration appointment. 

Applications to Group Secretary, 19, Alexandra-road, 
Barnstaple. Anlst ie 
BARROW-IN-FURNESS. NORTH LONSDALE HOS- 
PITAL. pgeticsticns are invited for the resident post of HOUSE 
OFFICE (surgical) (recognised for pre-registration) at the 
North Lonsdale Hospital, Barrow-in-Furness. Post available 
end of September. Recognised for F.R.C.S 

Applications to the Group Secretary, Barrow and Furness 
Hospital Management Committee, 105, Abbey-road, Barrow- 
in-Furness. esa’ aA 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 Beds.) Locum HOUSE SURGEON (Senior House Officer 
or House Officer according to experience). 

Applications to area. Secretary. 

BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 acute beds.) HOUSE SURGEON (first, second or third 
post). General surgical duties, some orthopedics. Offering 
good ae for + poe experience in busy acute general 
hospital. or F.R.C.S. Approved pre-registration 
post. SR cane may be available. 

Applications to Group Secretary. < 
BEVERLEY, YORKSHIRE. WESTWOOD HOSPITAL. 
(229 acute beds.) ORTHOPAZDIC HOUSE SURGEON (first, 
second or third post), vacant now. Offers good opportunity 
for general a gee in busy acute general hospital. Approved 
= registration 67 F rnd qualified practitioners may apply. 

ecognised for FE 

Apply Group oe all 
BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. SENIOR HOUSE OFFICER (pathology) 

—— for duties at Royal Infirmary, Blackburn (Group 
Laboratory), but may also be required for duties at Qucen’s 
Park Hospital, Blackburn, and Victoria Hospital, Accrington, 
at Consultant’ : om. Recognised for D.Path. Post vacant 
2nd October, 1 

Applications, with names of 2 referees, to Group Secretary, 
Hospital Management Committee Office, Royal Infirmary, 
Blackburn. __ eae 
BOLTON. THE ROYAL INFIRMARY. (238 Beds.) 
BOLTON AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
RESIDENT SENIOR HOUSE OFFICER in Orthopedic 
Surgery. Tenable for 12 months and recognised for F.R.C.S. 

Applications, stating age, nationality, aes experi- 
ence, and the names of 2 referees, should be sent immediately 
to Group Secretary, The Royal Infirmary, Bolton. 
BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road. (494 Beds.) BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the appointment of GENERAL HOUSE SURGEON. The 
se me which becomes vacant on 7th October, 1957, is 
ae ised for the F.R.C.S. examination and for pre- registration 


pu 
Applications to the Hospital Secretary. 
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BOURNEMOUTH (near). CHRISTCHURCH HOS- BIRMINGHAM REGIONAL HOSPITAL BOARD. 
PITAL, HANTS. BOURNEMOUTH AND EAST DORSET HOSPITAL (1) Stoke-on-Trent Group, Princes-road, Stoke-on- 
MANAGEMENT COMMITTEE. Applications are invited for the Trent 
appointment of RESIDENT HOUSE SURGEON for General (a) MEDICAL REGISTRAR (chest diseases). Duties 


Hospital of 334 Beds, which includes a 
56 Beds. The successful applicant will be 
required to attend surgical outpatient sessions at the Royal 
Victoria Hospital, Boscombe. The post, which is recognised for 
pre-registration purposes, becomes vacant on Ist October. 

Applications to the Hospital Secretary. 

BRIGHTON AND LEWES HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of Locum 
REGISTRAR in Anesthetics in the Brighton and Lewes 
Hospital Group. The post will be vacant on 23rd September, 
1957, and will continue for approximately 8 weeks pending the 
making of the substantive appointment. 

Applications, with details of previous experience, qualifica- 
tions and names of 2 referees, to be sent immediately to Group 
Secretary, Brighton and Lewes Hospital Management Com- 
mittee, Royal Sussex County Hospital, Brighton, 7 (Brighton 
29155). 

313 Beda) ROYAL SUSSEX COUNTY HOSPITAL. 

2 Beds.) 

2 HOUSE PHYSICIANS end of September and October. 

Pre-registration. 
HOUSE SURGEONS beginning and ona of October. 
Pre-registration and recognised for F.R.C.S 

. yr stating usual particulars, and naming 2 referees, 

the Administrative Officer, Royal Sussex County Hospital, 
Brighton, 7 4 
BISHOP AUCKLAND, co. DURHAM. THE GENERAL 
HOSPITAL. (350 Beds.) SOUTH WEST DURHAM HOSPITAL MANAGE- 
MENT COMMITTEE. HOUSE SURGEON required. Reco; 
Ss appointment. 

pply, naming 2 referees, to K. G. T. LuxForp, Group 
Secretary, at the above address. 
BISHOP’S STORTFORD, HERTFORDSHIRE. HERTS 
AND ESSEX GENERAL HOSPITAL. (400 Beds.) Applications are 
invited for the post of HOUSE OFFICER (surgical), pre- 
registration. Salary £467 10s.-£522 10s. p.a., less £125 in respect 
of residential emoluments. Appointment to commence imme- 
diately. There is a pre-registration medical post for which the 
successful candidate will receive consideration at the termination 
of the surgical appointment. 

Applications, stating age, nationality, qualifications, and 

experience, with copies of 2 recent testimonials or the names of 
referees, to the Hospital Secretary. 
BISHOP’S STORTFORD, HERTFORDSHIRE. Herts 
AND ESSEX GENERAL HOSPITAL. (386 Beds.) SENIOR HOUSE 
OFFICER (surgical) required for general and orthopedic 
surgical duties. Salary £819 10s. p.a., less £150 in respect of 
residential emoluments. 

Further particulars from, or application with names of 2 
referees to, the Hospital Secretary. 

BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. E.N.T. 
DEPARTMENT. HOU SE SURGEON (resident). Recognised for 


Surgery at the above 


new surgical unit of 


D.L.O. Busy pospeees with 780 Beds with <enreamey 50 
E.N.T. beds. Candidates with previous experience ag c.N.T. 
work considered for appointment as Senior House Offi 


Applications, with copies of 2 recent testimonials, to the ‘Group 


Secretary. a es 
BIRMINGHAM, 9. LITTLE BROMWICH GENERAL 
HOSPITAL. RESIDENT MEDICAL OFFICER in Infectious 
Diseases (Senior House Officer grade). Hospital serves a wide 
area, gives opportunities for the study of infectious diseases, and 
has a poliomyelitis respiratory unit. Part of the Hospital is 
being developed as a General Hospital, where further experience 
can be gained. 

Apply Physician-Superintendent with 2 testimonials. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE CHILDREN’S HOSPITAL, Ladywood-road, BIRMING- 
HAM, 16. Applications are invited for the post of RESIDENT 
CLINICAL PATHOLOGIST (Senior House Officer grade), 
vacant 19th September, 1957. The post is suitable for persons 
training for pediatrics or contemplating a career in pene. 
The holder is expected to attend clinical rounds and meetings 
and to assist in the investigation of clinical problems. 

Forms of application may be obtained from the House 
Governor one should be returned to him immediately. ck 

G. PHALP, Secretary to the Board of Governors. 
sInmINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. THE BIRMINGHAM AND MIDLAND HOSPITALS FOR WOMEN 
(incorporating the Hospital for Women and the Birmingham 
Maternity Hospital), Showell Green-lane, SPARKHILL, BIRM- 
INGHAM, 11. Applications are invited for the appointment of 
OBSTETRICAL AND GYNASCOLOGICAL REGISTRAR 
(Senior Registrar grade). The appointment will be for 1 year 
in the first instance and subject to annual review. The successful 
candidate may subsequently be required to spend not more than 
2 years in a selected Hospital of the Birmingham Regional 
Hospital Board in accordance with an arrangement for inter- 
change of Registrars agreed between the 2 Boards. Candidates 
must be registered medical practitioners, and should hold the 
M.R.C.O.G. qualification. Possession of the primary F.R.C.S. 
would be considered an advantage. 

Forms of application may be obtained from, and should be 
returned not later than 25th nee -semes * to the ‘House Governor 


at the above address. . PHALP, Secretary. 
CRIN S “REGIONAL HOSPITAL BOARD AND 
NITED BIRMINGHAM HOSPITALS. Whole-time SENIOR 


REGISTR AR in Radiodiagnosis. Duties at Coventry and 
Warwickshire Hospital and other hospitals in the Coventr 
Group (9 notional half-days) and United Birmingham Hospitals 
(2 notional half-days). D.M.R.D. essential. Non-resident. 

Application forms from Secretary, Regional Hospital Board, 
10, Augustus-read, Birmingham, 15, to be returned by 23rd 
September, 1957. 








mainly at Cheshire Joint Sanatorium (305 Beds) with periods 
of transfer to Tuberculosis Unit (pregnancy and diabetic) at 
City General Hospital and Stoke-on-Trent Chest Clinic. The 
post offers wide experience in the investigation and medical and 
surgical treatment of tuberculosis and other chest diseases. 
Possible married accommodation available later. 


(ob) REGISTRAR (orthopedics) required for Biddulph 
Grange Orthopedic Hospital (104 children’s beds). Resident. 
Considerable experience orthopedic and traumatic surgery 


available. Excellent facilities for study. Possibility of married 
accommodation. Vacant Ist October. 

(c) REGISTRAR = (aneesthetics). Resident /non-resident. 
Whole-time. Main duties at North Staffordshire Royal pom f y 
(455 Beds). Higher qualification desirable but not essenti 
Recognised D.A. and F.F.A.R.C.S. Vacant Ist November. 

(2) Coventry No. 20 Group, Coventry and Warwick- 
shire Hospital, Coventry 

REGISTRAR (orthopedic surgery) for Hospital.of St. Cross, 
Rugby (156 Beds). acant November. Some experience of 
traumatic surgery essential. Recognised F.R.C.S Married 
accommodation available if required. 


(3) Shrewsbury Group, Royal Salop' Infirmary, 
Shrewsbury 
REGISTRAR (anesthetics) for pow A pen | Group and 
Robert Jones and Agnes Hunt Orthopedic swe tal. Resident/ 
non-resident. Recognised for D.A. and F.F.A.R.C.S. Duties 
mainly in Shrewsbury Group. 
(4) South Warwickshire Group, 50, Holly-walk, 
Leamington Spa 
REGISTRAR = (psychiatry). Outpatients (adults and 


children) at Coventry, Nuneaton and Rugby Hospitals (7 
sessions) : inpatient sessions at Central Hospital, near 
Warwick, with electro-encephalographic Department, Occupa- 
tional Therapy and all modern treatments, also Neurosis Unit 
now excluded from the Lunacy and Mental Treatment Acts. 
House available. 

) Burton-on-Trent 

Burton-on-Trent 

REGISTRAR (surgical), whole-time, required immediately, 
Burton-on-Trent General Hospital. Experience in surgery 
essential. F.R.C.S. desirable. ospital recognised for F.R.C.S. 
Resident or furnished flat available for married officer. 

(6) Birmingham (Selly Oak) Group, Oak Tree-lane, 
Birmingham, 

REGISTRAR (E.N.T.) for Selly Oak Hospital (1055 Beds) 
Department (42 Beds). Non-resident. Experience specialty and 
higher qualification an advantage. 

7) sapitat mine (Dudley Road) Group, Dudley Road 
ital, Birmingham, 

REGISTR AR (E.N.T. surgery) for Birmingham and Midland 
Ear and Throat Hospital, Edmund-street, Birmingham, 3. 
Resident. Recognised for D.L.O. and F. R.C.S 

Application forms from Group Secretaries to be returned by 

16th September, 
BRISTOL MENTAL HOSPITAL MANAGEMENT COM- 
MITTEE. BARROW AND FISHPONDS HOSPITALS. Applications 
invited from registered medical practitioners for appointments 
of JUNIOR HOSPITAL MEDICAL OFFICER and SENIOR 
HOUSE OFFICER. National scale and conditions. The 
Group includes modern admission units, neurosis centre and day 
hospital, with Departments of Applied Psychology and Electro- 
encephalography. The appointments offer opportunities for 
experience in a aspects of acute and chronic illness. Facilities 
available for studying and gaining experience for Diploma in 
Psychological Medicine and for attending courses at Bristol 
University in preparation for this examination. Full board 
residence available for single officer 

Applications, with names of 3 referees, should be sent to 
Medical Superintendent, Barrow Hospital, Barrow Gurney, 
near Bristol. _ wee ey 


Group, General Hespital, 





BURTON-ON-TRENT GENERAL HOSPITAL. Locum 

REGISTRAR (surgical) required at the above Hospital 

(approved for F.R.C.S.) on a week-to-week basis. 
Applications, with full details, to Group: Secretary, General 


Hospital, Burton-on-Trent. 
BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the post of JUNIOR 
HOSPITAL MEDICAL OFFICER in Anesthetics, to the above 
Group of Hospitals. The post, which will become vacant on 
Ist October, 1957, is based at Bury General Hospital, and is 
recognised for the D.A. examination. 

Apply, stating full details, and 
to H. WILKINSON, Esq., Group Secretary, 
Walmersley-road, Bury, Lanes. 
BURY GENERAL HOSPITAL. 
HOSPITAL MANAGEMENT COMMITTEE. Applications are invited 
for the post of SENIOR HOUSE OFFICER in Pediatrics. The 
post is based upon Bury Genera! Hospital but the successful 
applicant will also have duties at other hospitals in the Group. 
It is recognised for the examination for the D.C.H. 

Apply, stating —y © ——_ and names of 2 referees, to H. 
WILKINSON, Group Secretary, Bury General Hospital, Bury, 
Lancs, not jater than “12th h September, 1 


names of 2 referees, 
Bury Hospital, 


~ Bury and Rossendale 





CARLISLE. GARLANDS AOORITAL. a —- 
PITAL MANAGEMENT COMMITTEE. a are invite 
registered medical practitioners on the post of SENIOR House 
OFFICER a at the above Mental Hospital. Salary £819 10s. 
Flat is available for which a deduction will be made. Appo “4 
ment subject to the National Health Service (superannuation) 
regulations and to the conditions and terms of service laid down 
by the Minister of Health. 

Agoteeiers, stating age, qualifications and experience and 
the names of 2 referees, should be sent to the Medical Superin- 
tendent as soon as possible. 
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KENT AND CANTERBURY HOS- 
PITAL. (277 Beds.) PASDIATRIC HOUSE PHYSICIAN. This 
post, recognised for D.C.H., includes work in the ward and 
Outpatient Department and also provides experience in the care 
of the newborn. Opportunities exist for the study of preventive 

medicine among children and child guidance work. Post vacant 
end of September, 1957. National Health Service salary and 
conditions. 

Applications, together with copies of 2 testimonials, to be 
addressed to the Hospital Secretary at the above Hospital. 
CAERPHILLY HOSPITAL. (226 Beds for acute general 
medicine and surgery.) Pre-registration HOUSE OFFICER 
(orthopeedics and general surgery) required at above Hospital. 

Apply immediately, with names of referees, to the Group 
Secretary, Rhymney ‘and Sirhowy Valleys Hospital Management 
Committee, Central Offices, Caerphilly-road, Ystrad Mynach, 


CANTERBURY. 


Glam. 
CAMBRIDGE. THE UNITED CAMBRIDGE HOS- 
PITALIS. SENIOR REGISTRAR in Obstetrics and Gynecology 


for 1 year in the first instance, reviewable annually. 

Apply, with full particulars and names of 
Secretary, Addenbrooke’s Hospital, Cambridge, by 
September. 
CARDIFF. ROYAL HAMADRYAD GENERAL AND 
SEAMEN’S HOSPITAL. CARDIFF HOSPITAL MANAGEMENT COM- 
MITTEE. RESIDENT SENIOR HOUSE OFFICER (medical) 
required at above Hospital, which caters for acute general 
medical and surgical cases. Hospital contains acute medical 
unit, general surgical and genito-urinary units and outpatient 
facilities, also certain amount of casualty work. Consultant 
Staff drawn mostly from United Cardiff Hospitals. Post for 1 
year and presents facilities for postgraduate study. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
CARDIFF. ST. DAVID’S HOSPITAL. Senior House 
OFFICER required for Accident Unit at above Hospital. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
CARLUKE, LANARKSHIRE. LAW HOSPITAL. Appli- 
cations are invited for the post of SENIOR HOUSE OFFICER 
(medical). 

Applications, stating age, qualifications and previous experi- 
ence, together with the names of 2 referees, should be submitted 
to the Group Medical Superintendent, Law Hospital, Carluke. 
CARSHALTON, SURREY. QUEEN MARY’S HOSPITAL 
FOR CHILDREN. (A general children’s hospital of 700 Beds.) 
HOUSE PHYSICIAN (Senior House Officer) required, care of 
acute medical, rheumatism, and poliomyelitis beds. 

Applications, stating age, qualifications, and experience, 
together with copies of 3 testimonials, should reach the Group 
Secretary by 21st September, 1957. 

CARSHALTON, SURREY. QUEEN MARY’S HOSPITAL 
FOR CHILDREN. (A general children’s hospital of 700 Beds.) 

OUSE SURGEON (House Officer), resident, required for 
6 months. (3 months general surgery, 3 months E.N.T. and 
orthopeedics.) Applicants must have completed 12 months Pre- 
registration Service. 

Applications, stating age and, qualifications, together with 
1 recent testimonial and the names of 2 referees, should be 
submitted to the Group Secretary immediately. 
CHELMSFORD. ST. JOHN’S HOSPITAL. House 
PHYSICIAN (Pre-registration, first, second, or third appoint- 
ment—Male or Female), to commence Ist October, 1957. 

Applications, stating age, qualifications, nationality, and 

experience together with recent testimonials, should be received 
not later than 17th September by the Secretary, Hospital 
Management Committee, Chelmsford Group, Chelmsford and 
Essex Hospital, London- rood, Chelmsford. 
CHICHESTER. ROYAL WEST SUSSEX HOSPITAL. 
(202 acute beds.) RESIDENT HOUSE SURGEON required 
for 6 months appointment. National salary scale for either 
provisionally: or fully registered practitioners. Post approved 
for pre-registration practitioners and F.R.C.S. 7 Residents 
including Resident Surgical Officer and 3 House Surgeons. 
Vacant 13th October. 

Applications, stating age, experienc e, qualifications, with 
references or names of referees, to Senior Administrative Officer. 
COLCHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for :— 

Essex County Hospital, Colchester, Essex (185 Beds) 

Post of SENIOR HOUSE OFFICER to Casualty and E.N.T. 
Departments. 

Post of SENIOR HOUSE OFFICER to Casualty and Radio- 
therapy Departments. 

Posts tenable for 6 months or 1 year. Recognised for F.R.C.S 

Biack Notley Hospital, Braintree, Essex (516 Beds) 

Post of HOUSE OFFICER (orthopedic surgery). Duties 
include care of cases from London Hospital Orthopeedic Depart- 
ment. First, second, third, or pre-registration post, tenable for 
6 months. Recognised for F.R.C.S. 

Post of Locum ORTHOPAEDIC REGISTRAR with some 
duties at the London Hospital required immediately to 6th 
October. 

Applications, with copies of 3 testimonials, to S _ 
Colchester Hospital Management Committee, 
Colchester, Essex. 


3 referees, to 
28th 





ein ’s- icon 


COVENTRY AND WARWICKSHIRE HOSPITAL, 
COVENTRY. Locum REGISTRAR in Ophthalmology at the 
above Hospital for 6 weeks from 25th October. Non-resident. 


Apply Hospital Secretary. 
DERBY. DERBYSHIRE ROYAL INFIRMARY. (416 Beds.) 
HOUSE SURGEON (pre-registration) or SENIOR HOUSE 
OFFICER (general surgery), vacant mid-September. Recog- 
nised for F.R.C.S. if held by Senior House Officer. 

Apply immediately, stating full details with copies of 2 recent 
testimonials, to Secretary. 
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DERBY. CITY HOSPITAL. Derby No.1 ey oy © Man- 
AGEMENT COMMITTEE. Applications are invited for the following 
posts as House Surgeons (2). 

1 Pre-registration SENIOR HOUSE OFFICER (surgical). 

1SENIOR HOUSE OFFICER (surgical). (This post is 

recognised for the F.R.C.S.) 

Vacant Ist October, 1957. 

Applications, stating full details, together with copies of 2 
recent testimonials, should be sent to the Medical Superintendent, 
City Hospital, Derby, as soon as possible. 
DONCASTER. WESTERN HOSPITAL. Applications 
are invited from registered medical practitioners for the appoint- 
ment of RESIDENT MEDICAL OFFICER in the grade of 
Junior Hospital Medical Officer. 

Applications, stating age, qualifications and experience, 
together with copies of 3 recent testimonials, should be forwarded 
to the Group Secretary, Doncaster Hospital Management Com- 
mittee, Doncaster Royal Infirmary. 

DRIFFIELD, YORKSHIRE. EAST RIDING GENERAL 
HOSPITAL. (247 Beds.) HOUSE PHYSICIAN, approved pre- 
registration post. Fully qualified nee =~ may apply. 
Duties include acute and chronic ee Good general 
experience for first house appointment 

nibPly Group Secretary, Westwood Hospital, Beverley, York- 
shire 





“ANGLIAN REGIONAL ake. he on 


EAST 
REGISTRAR in Obstetrics and ae ogy, Norfolk and 
Norwich Hospital Group. Main Hospital Re He and eeha 


(441 Beds). Recognised for D.Obst.R.C.0.G. and M.R.C.O.G. 
Appointment for 1 year, renewable for second year. 

Applications, stating age, experience, and the names of 3 

referees, to the Board’s Senior Administrative Medical Officer, 
117, Chesterton-road, Cambridge, by 16th September, 1957. 
Candidates are invited to visit the Hospital by direct arrange- 
ment with Hospital Management Committee Secretary, Norfolk 
and Norwich Hospital. 
EDGWARE GENERAL HOSPITAL, Edgware, | Middlesex. 
RESIDENT PASDIATRIC HOUSE PHYSICIAN for above 
Hospital. Post vacant 22nd October, 1957. 6 months appoint- 
ment. Recognised for D.C.H. and pre-registration purposes. 

Applications, stating age, qualifications, experience and 
enclosing copies of up to 3 recent testimonials, to Medical 
Director of Hospital by 21st September, 1957. pe ate 
EDGWARE GENERAL HOSPITAL. Locum Senior 
HOUSE OFFICER (resident or non-resident), required in the 
Group Geriatric Department at above Hospital from 23rd 
September, 1957 to 3lst December, 1957. 

Apply immediately to Assistant Physician, Geriatrics, 
Edgware General Hospital, Edgware, Middlesex. y e255 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
RESIDENT HOUSE SURGEON for above Hospital. Post 
vacant 30th September, 1957. 6 months appointment. Rec d 
for F.R.C.S. and pre-registration purposes. 

Applications, stating age, qualifications, experience and 

enclosing copies of up to 3 recent testimonials, to Medical 
Director of Hospital by 14th September, 1957. 
EDINBURGH. ROYAL VICTORIA HOSPITAL, Comely 
BANK, EDINBURGH. RESIDENT HOUSE OFFICER (Male or 
Female) required for above Hospital on Ist October, 1957. Post 
offers good experience in the modern management of tuberculosis 
and includes workin the Unit for tuberculous diabetics. 
The Hospital is a Teaching Unit linked to the University Depart- 
ment of Tuberculosis and Chest Diseases. The post is recog- 
nisable for pre-registration purposes and would also suit anyone 
studying for higher qualifications. 

Applications to be submitted immediately to Secretary, Board’s 
aaa City Hospital, Greenbank-drive, Edinburgh. 


PING. ST. MARGARET’S HOSPITAL. 
SENION HOUSE OFFICER (surgery), vacant Ist October, 
1957. Post recognised for F.R.C.S. Busy general hospital with 
easy access to London. 

Applications, with copies of 2 testimonials, to reach the 
Group one oh Epping Group Hospital Management Com- 
mittee, ““Oak Cottage,” The Plain, Epping, Essex, by 13th 
September, 1957, 

EPSOM. THE MENTAL HOSPITALS’ GROUP LAB- 
ORATORY. SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Apeeeees are invited for a non-resident, whole-time 
post of R SGISTRAR in Pathology. The Laboratory affords 
facilities for training and experience in all branches of pathology 
with opportunities for specialisation and research. In addition 
to working at the Laboratory, the person appointed will be 
required to visit and work at the hospitals served by the 
Laboratory. 

Applic ation forms may be obtained from the Group Patholo- 
gist, Mental Hospital’s Hp Laboratory, at West Park Hospital, 
Epsom, from whom full information may be obtained and with 
whom an appointment to see the Laboratory may be arranged. 
Closing date for applications 25th September. _ BA g: 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
Locum OBSTETRIC AND GYNASCOLOGICAL REGISTRAR 
required immediately for general obstetric and gynecological 
duties, until 29th September, 1957. Non-resident appointment, 
but will be required to sleep in when on duty. 

Applications, with names and ad of 2 referees, to Group 
Secretary, Enfield Group Hospital Management Committee, 
Chase Farm Hospital. 

ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
Appointment of RESIDENT HOUSE SURGEON (third post) 
vacant 30th September, 7. — provides experience and 
duties in both general surgery and orthopedics. 6 months 
Spqeeteneet. Post recognised for F.R.C.S. oy the Royal College 
of Surgeons. 

Applications, with the names and addresses of 2 referees, to the 
Group Secretary, Enfield Group Hospital Management Com- 
mittee, at Chase "Farm Hospital. 




















Resident 
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ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
RESIDENT OBSTETRICAL AND GYNACOLOGICAL 
HOUSE SURGEON (pre-registration), required 22nd October, 
1957. 6 months appointment. Post recognised for D.Obst. 
R.C.0.G. examination. Unit also recognised for M.R.C.O.G. 
examination. 

Applications, with names of 2 referees, to the Group Secretary, 
Enfield Group Hospital Management Committee, Chase Farm 
Hospital, Enfield, by 13th September, 1957. 


GRANTHAM AND KESTEVEN GENERAL HOSPITAL. 
(117 Beds. Recognised for training for F.R.C.S.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT SUR- 
GICAL REGISTRAR required. Appointment for 1 year in first 
instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 16th September 1957, giv ing age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 

GRIMSBY GENERAL HOSPITAL. Applications are 
invited for CASUALTY OFFICER (Senior House Officer grade) 
with some E.N.T. duties. Post vacant mid-September. Up-to- 
date Medical a and reading facilities available. 

Applications, names and addresses of 2 referees, to 
Hospital Secretary 
GRIMSBY  OENERAT HOSPITAL. Grimsby Hospital 
MANAGEMENT COMMITTEE. Applications are invited for the post 
of SENIOR HOUSE OFF CER (orthopedic). Orthopedic 
Unit of 71 Beds. Resident establishment—Registrar and 2 
seare Dences. Up-to-date Medical Library and reading facilities 
ava le. 

Applications, with names of 2 referees, to Hospital Soowetery- 

HAREFIELD HOSPITAL, Harefield, Middlesex. Nort 

EST METROPOLITAN REGIONAL HOSPITAL BOARD. MEDICAL 
REGISTRAR in Chest Diseases required at above Hospital. 
Previous experience in general medicine and in the treatment 
of tuberculosis essential. The Hospital has approximately 450 
Beds for the treatment of tuberculosis in all its forms, a non- 
tuberculosis Thoracic Surgical Unit of 90 beds and 100 general 
medical and surgical beds. 

Application forms obtainable from and returnable to the 
Group Secretary, Harefield and Northwood Group Hospital 
Management Committee, Mount Vernon Hospital, Northwood, 
Middlesex. 
HARROGATE AND DISTRICT GENERAL HOSPITAL, 
HARROGATE, YORKSHIRE. (253 Beds.) Applications are invited 
for the post of Pre-registration HOUSE SURGEON vacant 
7th September, 1957. 

__ Apply to Hospital Secretary with names of 2 referees. 
HASTINGS HOSPITAL MANAGEMENT COMMITTEE. 
Locum RESIDENT MEDICAL OFFICER (general medicine) 
required for whole-time duties for 4 weeks commencing 7th 
j~ > ga 1957. Remuneration £19 5s. per week. Non- 

ent 

Apply, aves om of qualifications and experience, to Group 

F »spital Management Committee, 11, 
Holmes MM —, FE tings. 
HEMEL HEMPSTE D, HERTFORDSHIRE. WwESsT 
HERTS HOSPITAL. gee are invited for the post of SENIOR 
hom OFFICE (pediatrics), which is recognised for the 


Applications, together with copies of 2 recent testimonials, 
should be sent to the Hospital Secretary at once. 


HEREFORDSHIRE GROUP. Registrar in 
Surgery. Duties mainly at General (154 Beds—71 surgical 
beds, including fracture and orthopeedic) and Coane ny es y;* me 
Hereford (339 Beds—40 surgical). Recognised 

Application forms from Group Secretary, Victoae , 
Eign-street, Hereford,.to be returned before 21st September, 
1957. Candidates may visit hospitals. 


HERTFORD COUNTY HOSPITAL. (1 (173 “Beds. Hospital 
situated 21 miles from London.) RESIDENT CASUALTY 
OFFICER (Senior House Officer grade) with attachment to 
Peediatrician and Ophthalmic Consultant. —s £819 10s. p.a., 
less £150 p.a. residential emoluments. Recognised under F.R.C.S. 
regulations. Appointment to commence 2ist September, 1957. 

Apply, with full details and references, to Group Secre 
Hertford Hospital Management Committee, County Hospital, 
Hertford, Herts. ae" 

HOVE GENERAL HOSPITAL, Sussex. (75 Beds. 3 
Resident Medical Officers.) Pre-registration HOUSE PHYSI- 
CLAN required at the beginning of October, 1957. Excellent 
clinical material available. Post is suitable for “candidate Lt near 
for higher degree. Salary £425-£525, less £125 p.a. for residenti 
emoluments. 

Applications, stating age, qualifications, full details of experi- 
ence, together with the names and addresses of 2 referees, to the 
Administrative Officer. aol rt 
HOVE GENERAL HOSPITAL, Sussex. (75 Beds. 3 Resi- 
dent Medical Officers.) Pre-registration HOUSE SURGEON 
(with coonely duties) required from 24th September, 1957, for 
6 months. is post, —— is recognised for F.R.C.S., provides 
a wide eg oy oP in an active surgical unit. Salary £467 10s.— 
£577 10s., less £125 p.a. for residential emoluments. 

Applications, stating age, qualifications, full details of pet 
ence, together with names and addresses of 2 referees, to the 
Administrative Officer. Te 
HUDDERSFIELD ROYAL INFIRMARY. (285 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON required to commence duty on 14th September, 1957. 
The post is recognised as a pre-registration a and for 
the F.R.C.S. Salary in accordance with national scale. 

———. together with copies of 3 recent testimonials, to 
be addressed to the undersigned as soon as possible. 

H. J. JOHNSON, Secretary to the Management Committee. 











General 








The Royal Infirmary, Huddersfield. 








IPSWICH AND EAST SUFFOLK HOSPITAL, Heath 
ROAD WING, IPSWICH, SUFFOLK. (280 Beds.) SENIOR HOUSE 
OFFICER (Resident Armeathotist) required 23rd September. 
Post normally of 1 years duration. Recognised for the D.A. 
and the F.F.A.R.C.S. examinations. 

Applications, giving full particulars, with 3 recent testimonials, 
to Hospital Secretary. B= 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of SENIOR HOUSE SURGEON to the Fracture and Ortho- 
peedic Department. The io is graded Senior House Officer 
and is recognised for the }.S. examinations. The Depart- 
ment has 2 Consultants, about 60 Beds and a large outpatient 
attendance ; it offers wide experience. 

A pplications, stating age, nationality and e mee, ss gaa 
with copies of recent testimonials, to the Hospital Secretary. 
iPSWICH ane EAST SUFFOLK HOSPITAL. Rants 
ROAD WING. (356 Beds.) Applications are invited for the post 
of HOUSE SURGEON to the E.N.T. and Ophthalmic Depart- 
ments. The post is recognised for pre- -registration and for the 
D.L.O. examination. 

Applications, ving full particulars and copies of recent 
testimonials, to Hospital Secretary. __ 
IPSWICH ane EAST SUFFOLK HOSPITAL. L. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of HOUSE SURGEON to the Fracture and Orthopedic Depart- 
meet. Approved pre-registration post. 

———. with copies of recent testimonials, to the 
Hospital Secretary. _ 
IRVINE. AYRSHIRE CENTRAL HOSPITAL. Junior 
HOSPITAL MEDICAL OFFICER vacancy on Ist October, 
1957, in the Infectious Diseases Unit of the above Hospital. 

Applications, sta age, qualifications, experience, and 

ving the names of a. mm, to the Consultant Physician, 

nfectious Di Unit, Ayrshire Central Hospital, Irvine. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. REGISTRAR 
(Orthopedic and Traumatic Department), whole-time. 1 year 
in first instance. Candidates may visit Hospital by appointment 
with Medical Director. 

Application “aoe obtainable from and returnable to Group 
Secre South West Middlesex Hospital Management Com- 
mittee, sleworth, by 18th September. 

ISLEWORTH. WEST MIDDLESEX HOSPITAL. House 
OFFICER, Geriatric Unit. Resident. Vacant 26th September. 
Post offers excellent experience in general medicine. 

Applications, stating age, qualifications and copies of up to 
3 testimonials or names of referees, to Group Secretary, South 
West Middlesex Hospital Management Committee, West Middle- 
sex Hospital, Isleworth, by 16th September. 

KETTERING AND DISTRICT NOSMTAL | SARAGE 
MENT COMMITTEE. Applications are invited regiatere 
medical practitioners for the appointment of SEN TOR OUSE 
OFFICER to the Geriatric Unit in this area. There are 160 
aaa geriatric beds in the Unit in 3 hospitals. Post vacant 
lst September, 1957. Residential accommodation available. 
National scale of nw & 

Applications, together with the names and addresses of 2 
referees, to the Group Secretary, Central Administration Offices, 
General Hospital, Kettering. 

(130 























Kettering. 

Beds.) KETTERING AND a & moaweres, pm ye coM- 
MITTEE. Applications are invited fro m poeistered cal proc 
tioners for the appointment of SENIO ousR OFFICER 
in Aneesthetics. Post vacant now. Post recognised for D.A. 

Applications, giving details of qualifications and experience, 
and enclosing copies of 3 recent testimonials, to be sent to the 
Group Secretary at the above ad 
KINGSTON HOSPITAL, Wolverton-avenue, Kingston 
UPON THAMES. KINGSTON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from wy qu ualified m ae 

officers for the post of — HOUSE OFFICER (E.N.T. 
The post which is rec d for D.L.O. purposes includes a sm: 
amount of relief duties in the Casualty Department and is 
— on 22nd September, 1957. Resident or duty-room 

asis 

Applications, stating age, qualifications and experience, with 
2 recent testimonials, should reach the Physician-Superin- 
tendent of the hospital as soon as possible. Radel, 
KINGSTON HOSPITAL, Wolverton-avenue, Kingston 
UPON THAMES. KINGSTON GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from suitably ne medical 
officers for the post of SENIOR HOUSE OFFICER (ortho- 
R eedic and casualty) which is available on 1st October, 1957. 

he post is recognised in Casualty for F.R.C.S. purposes. 

Applications, stating age, qualifications and experience with 
2 recent testimonials, should reach the Physician-Superintendent 
of this hospital, within 7 days of the appearance of this advertise- 
ment. 
LEEDS REGIONAL HOSPITAL BOARD. Short-term 
LOCUM TENENS appointments in the Registrar grade are 
constantly available at hospitals in the area of the Board, 
particularly in the specialties of anesthetics, general medicine, 
general and orthopedic surgery, and psychiatry. 

Interested practitioners, suitably experienced, should com- 
municate with the Secretary, Joint Registrars Committee, 
Park-parade, Harrogate. 

LEEDS, 14. SEACROFT HOSPITAL. 
HOSPITAL MANAGEMENT COMMITTEE. 
OFFICER in Infectious Diseases. The Infectious Diseases 
Section, average bed occupancy 100, is an I1.D. undergraduate 
and postgraduate training unit and a Regional Poliomyelitis 
Centre. The appointment is resident and for 1 year. 

Applications, giving personal particulars, qualifications and 
experience, with names of 3 referees, to Group Secretary, Seacroft 
Hospital, Leeds, 14. 
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LANCASTER MOOR HOSPITAL, Lancaster. Regionai 
Mental Hospital. Applications are invited for the post of 
RESIDENT JUNIOR HOSPITAL MEDICAL OFFICER (Male 
or Female). Unfurnished house available ; furnished quarters 
for married couple ( without children) or single person. Hospital 
recognised for D.P.M. and facilities granted for attending 
neighbouring universities. All modern methods of investigation 
and treatment carried out. Hospital serving N. Lancashire and 
Lake District. Post for initial period of 4 years but renewable 
if services satisfactory. 

Apply Medical Superintendent. ae 
LIVERPOOL, 9. AINTREE HOSPITAL. Fazakerley 
GROUP OF HOSPITALS MANAGEMENT COMMITTEE. RESIDENT 
SENIOR HOUSE OFFICER (surgical). Applications are 
invited from registered medical practitioners. The Hospital is 
for the treatment of pulmonary and non-pulmonary tuberculosis 
and is a main centre for thoracic surgery and has an Orthopedic 
Department. Salary will be in accordance with terms and 
conditions of service for hospital medical staff. 

Applications endorsed “* Resident Senior House Officer” to 
be submitted immediately to the Physician-Superintendent. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
LIVERPOOL EAR, NOSE AND THROAT INFIRMARY. Applications are 
invited for a resident post of SENIOR HOUSE OFFICER in 
Otorhinolaryngology for the period to 30th September, 1958. 

Apply immediately on form obtainable from the Secretary, 
The United Liverpool Hospitals, 80, Rodney-street, Liverpool, 1. 
LIVERPOOL, 9. WALTON HOSPITAL. The post of 
SENIOR HOUSE OFFICER (E.N.T. Department) becomes 
vacant on Ist October, 1957. Recognised for D.L.O. 

Applications, with names and addresses of 2 referees, to 
Physician-Superintendent. 

LLWYNPIA HOSPITAL, Liwynpia, Rhondda. (213 Beds, 
ee pedies acute medical "and chronic sick beds.) HOUSE 

FICER (medical). Person appointed will also undertake 
pi he at the Group Infectious Diseases Hospital when required. 

Applications, stating age, qualifications and experience, 

together with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Pontypridd and Rhondda Hospital Manage- 
ment Committee, Courthouse-street, Pontypridd. 
LOUTH. COUNTY HOSPITAL. (215 Beds.) Sheffield 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT OR NON- 
RESIDENT REGISTRAR (orthopedics and casualty) required. 
The appointment may include some duties in general surgery. 
Appointment for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 16th September, 1957, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
LOUTH, LINCOLNSHIRE. COUNTY HOSPITAL. 
(215 Beds.) GRIMSBY HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the resident post of SENIOR 
HOUSE OFFICER (obstetrics and gynecology), which becomes 
vacant Ist October, 1957, at this busy general hospital. 

Applications, with full details, together with names of 2 
referees, should be addressed to the Hospital Secretary. 
MANCHESTER VICTORIA MEMORIAL JEWISH HOS- 
PITAL. (Acute—104 Beds. Non-sectarian. ) Applications are 
invited for the post of RESIDENT SURGICAL OFFICER 
(Registrar grade). Recognised for F.R.C.S. 

Applic ations, with names of 2 referees, by 20th September, 
1957, to Group Secretary, North Manchester Hospital Manage- 
ment Committee, C ‘rumpsall Hospital, Manchester, 
MANCHESTER. BOOTH war CHILDREN’S HOS- 
PITAL, BLACKLEY, MANCHESTER, 9. (380 Beds. Recognised for 
D.C.H.) RESIDENT SENIOR HOUSE OFFICER (surgical). 

Applications, giving names and addresses of 2 referees, to 
be sent to Group Secretary, from whom further particulars 
may be obtained. rename 
MANCHESTER, 20. CHRISTIE HOSPITAL AND HOLT 
RADIUM INSTITUTE. SOUTH MANCHESTER HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited from registered practi- 
tioners for the post of ASSISTANT RESIDENT SURGICAL 
OFFICER (Senior House Officer grade). The post provides 
experience in the treatment of tumours and good opportunity 
for study. 

Applications with full details, including the names of 2 referees, 
to be forwarded to the Group Secretary, Withington Hospital, 
Manchester, 20, immediately. 

MANCHESTER REGIONAL HOSPITAL BOARD. Roch-— 
DALE INFIRMARY. (109 Beds.) Locum ORTHOPACDIC 
REGISTRAR required Ist October for approximately 6 weeks. 

Written applications to be sent to Group Secretary, Central 
Offices, Birch Hill Hospital, Rochdale, as soon as possible. ; 
MANCHESTER REGIONAL HOSPITAL BOARD. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. The Board 
invite applications from registered medical practitioners for the 
post of REGISTRAR in Plastic Surgery. The duties are largely 
at the main Plastic Unit at Wythenshawe Hospital, which is a 
general hospital with 71 plastic surgery beds. In addition the 
holder of this post attends other hospitals where plastic surgery 
is carried out under the direction of the Consultants. 

Applications, stating age, qualifications, present post, and 
experience, together with the names of 2 referees, to the Group 
Secretary, Withington Hospital, Manchester, 20, immediately. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. SENIOR 
HOUSE OFFICER (surgical) to commence on 2nd November, 
1957. Whole-time, mainly non-resident training post, tenable 
for 6 months, renewable for a second 6 months. Duties allotted 
in Orthopeedic, Surgical Outpatients, and General Surgical 
Units in rotation. Resident alternate nights for about 3 months 
when attached to Orthopedic Unit. 

Application form obtainable from the undersigned, to be 
returned by 18th September, 1957. 

G. H. TAYLor, Secretary. 
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MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. SENIOR 
HOUSE OFFICER to the Medical Professorial Unit, to com- 
mence as soon as possible. Whole-time, non-resident post, 
tenable for 6 months, renewable for a second and possibly a 
third six months. 

Application form obtainable from the undersigned, to be 
returned by 18th September, nd 

. H. TAYLOR, Secretary. _ 


MANCHESTER. UNITED MANCHESTER “HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. REGISTRAR 
in the University Department of Orthopedic Surgery, to com- 
mence as soon as possible. Appointment for 12 months, 
renewable. 

Application form obtainable from the undersigned, to be 
returned not later than 18th a 1957 

ae Tay LOR, Secretary. _ 
MANCHESTER. west mabcuseTan HOSPITAL 
MANAGEMENT COMMITTEE. PARK HOSPITAL, DAVYHULME. (Gen- 
eral Hospital—433 Beds.) HOUSE OFFICER (general surgery) 
required. Pre-registration. Post recognised for F.R.C.S. exami- 
nation. Post now vacant. 

Application form from Secretary. ee 

MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE OFFICER eo y rogexee at the above Hos- 
pital, vacant early October, 1957 his post offers excellent 
experience for persons who ultimately intend to specialise in 
orthopedic and accident work. In addition to the routine 
orthopredic duties of a general hospital the unit carries out the 
reconstructive surgical programme of patients from the Devon- 
shire Royal Hospital, Buxton, which has a regional catchment 
area. 
Applications, with full details and the names of 2 referees, to 
be forwarded to the Group Secretary, Withington Hospital, as 
soon as possible. Ar ee eet 
MAIDSTONE. PRESTON HALL HOSPITAL, British 
LEGION VILLAGE, MAIDSTONE, KENT. Applications are invited 
for the post of JUNIOR HOSPITAL MEDICAL OFFICER at 
the above Hospital, which contains 330 Beds for treatment of 
pulmonary tuberculosis and other chest diseases, and includes 
a major thoracic surgical unit. Candidates should have had 
experience in general medicine and in the treatment of pul- 
monary tuberculosis in adults. Salary £852 10s.-£55-£1182 10s. 
p.a., national sealg and conditions. Married accommodation 
available shortly. 

Applications, stating age, qualifications and experience, with 
relevant dates, together with names and addresses of 2 referees, 
to be sent to the Group Secretary by 28th September, 1957. 


MEDWAY AND GRAVESEND HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the post of 
SENIOR HOUSE OFFICER in Anesthetics (recognised for the 
F.F.A.R.C.S.), vacant end of September and tenable for 1 year. 
Salary £819 10s. less £150 p.a. if resident. The appointment 
may include duties at St. Bartholome-v’s Hospital, Rochester, 
All Saints’ Hospital, Chatham, and Gr: vesend and North Kent 
Hospital, and provides excellent tre ing under Consultant 
supervision. 

Applications, stating age, qualifications and experience, to 
Group Secretary, 20, Star Hill, Rochester, Kent. 
NEWMARKET GENERAL HOSPITAL, Suffolk. Appli- 
cations are invited for the post of SENIOR HOUSE OFFICER 
(obstetrics (14 Beds) and gynecology (10 Beds)), with oppor- 
tunity for gaining experience in general surgery. The post is a 
resident one and vacant 21st September, 1957, Salary £819 10s. 
p.a., less emoluments. 

Applications, giving age, nationality, and qualifications, 
together with copies of 3 recent testimonials, to be addressed 
to the Medical Superintendent. ee heer 
NEWTON ABBOT HOSPITAL, 8. Devon. Senior House 
OFFICER (medicine), Male or Female, required approximately 
Ist October, 1957. Duties divided equally between 20 acute 
medical beds in General Section and 140 geriatric beds. This 
Officer is also required to stand in when Senior House Surgeon 
otherwise engaged. Married quarters available. 

Applications, stating qualifications, nationality, age, with 
copy testimonials, to be sent to the Group Secretary, Torquay 
District Hospital Management Committee, Torbay Hospital, 
a i ee ee ee ee 
NEWTON ABBOT HOSPITAL. (General Section—65 
Beds.) RESIDENT SENIOR HOUSE SURGEON (Male or 
vom) required mid-September, 1957. Married quarters 
available. 

Applications (quoting Ref. F.364/39), stating Ramya 

——". age, with copy testimonials, to be sent to the Group 
er oes Torquay District Hospital Management Committee, 
Torbay Hospital, Torquay, S. Devon. 
NEWCASTLE REGIONAL HOSPITAL BOARD. 2 
PZ/DIATRIC REGISTRARS to work in the Newcastle upon 
Tyne Group of hospitals and in the U nited Newcastle upon Tyne 
Hospitals. These posts offer experience in various branches of 
peediatrics and rotate between Walker Gate Hospital, Newcastle 
General, Hospital for Sick Children, Royal Victoria Infirmary, 
and the Princess Mary Maternity Hospital. 1 candidate will 
begin in Walker Gate Hospital and reside within the Hospital. 
Duties connected with teaching, &c 

Applications, with names and addresses of 3 referees, to the 
Senior Administrative Medical Officer, Regional Hospital Board, 
Benfield-road, Newcastle upon Tyne, 6, within 14 days. 








NEWCASTLE REGIONAL HOSPITAL BOARD. Locum 
Tenens SENIOR REGISTRAR PSYCHIATRIST (whole-time), 
Prudhoe and Monkton Hospital for Mental Defectives. Appoint- 
ment for 1 year from Ist October, 1957. House available. 

Applications, with names and addresses of 3 referees, 
Regional Psychiatrist, Regional Hospital Board, Benfield- #4 
Newcastle upon Tyne, 6, immediately. 
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NEWCASTLE REGIONAL HOSPITAL BOARD. Locum 
Tenens REGISTRAR OBSTETRICIAN AND GYNACO- 
LOGIST, Sunderland Group of hospitals. Appointment for a 
period of 2 to 3 months. 

Applications, with names and addresses of 3 referees, to be 
forwarded to Senior Administrative Medical Officer, Regional 
Hospital Board, Benfield-road, Newcastle upon Tyne 6, 
immediately. 

NORTHAMPTON GENERAL HOSPITAL. (482 Beds.) 
Vacancies Ist October, 1957, for the following 

HOUSE p hy 9 (F fins ae oe and Orthopedic Department). 
Recognised for F.R.C.S. and for pre-registration. 

SENIOR HOUSE OFFICER (general surgery), with some 
duties at Northampton General Hospital but mostly for General 
Surgica] Unit at Manfield Orthopedic ee 

6 months appointments in first insta 

_ Applications as soon as possible to 8. "GC. ‘Am, Superintendent. 


NORWICH. NORFOLK AND NORWICH HOSPITAL. 
JUNIOR ORTHOPADIC HOUSE SURGEON required. Post 
vacant Ist October, 1957. 2 House Officers employed in the 
Department. This is a pre-registration post. Membership of a 
Medical Defence Society is a condition of appointment. 

Applications, giving full details with names of 2 referees, to 
Group Secretary, Hospital Management Committee, St. Stephen’s 
road, Norwich, immediately. 
NORWICH. NORFOLK AND NORWICH HOSPITAL. 
HOUSE SURGEON required for the Department of Obstetrics 
and Gynecology. Post vacant Ist November, 1957. 2 House 
Officers employed in the Department. This is a pre-registration 
post, and is recognised for final D.Obst.R.C.0.G. examination 
requirements. Membership of a Medical Defence Society is a 
condition of appointment. 

Applications, giving full details together with names of 2 

ferees, to Group Secretary, Hospital Management Committee, 


PETERBOROUGH. THE MEMORIAL HOSPITAL. 
PETERBOROUGH AND STAMFORD HOSPITAL MANAGEMENT COM- 
MITTEE. SENIOR HOUSE OFFICER (orthopedic). Applica- 
tions are invited for this position, vacant now. Exceptional 
experience offered in busy department. 

_Apply to the Secretary, Memorial Hospital, Peterborough. 
PONTEFRACT. HEADLANDS HOSPITAL. House 
PHYSICIAN (Senior House Officer grade) required to fill a post 
at above Hospital. This is a modern geriatric unit of 215 Beds. 

Applications as soon as possible to the Secretary, Pontefract 
and Castleford Hospital Management Committee, Great Northern 
House, Salter-row, Pontefract, Yorkshire. 

PORTERSUTH GROUP HOSPITAL MANAGEMENT 
MMITTEE. QUEEN ALEXANDRA HOSPITAL. Locum SURGICAL 

REGISTRAR required for approximately 3 months. Vacant. 

now. 

Applications, stating age, experience and qualifications, 
together with the names of 2 referees, should be submitted as 
soon as ped > ae ossible to E. H. Hurst. 

Mary’s Hospital, Milton-road, Portsmouth. 

HEADING “AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. iT Wits; are invited for the post of RESIDENT 
SENIOR HOUSE OFFICER (area Accident and Orthopedic 
Department), vacant immediately. Recognised for F.R.C.S. 
Duties including work in area Casualty Department at Battle 
Hospital, Reading (300 Beds). Person appointed will work with 
Resutres and House Officers. 

Apply, stating nationality, present post, and qualifications 
with dates, together with names of 2 referees, to Group Secretary, 
2, Craven-road, Reading Sudmentt 7s ~ 
READING AREA HOSPITALS. Applications are invited 
for the post of SENIOR HOUSE OFFICER (pathology). Post 
vacant 15th October, 1957. Previous experience in pathology 
desirable, but not essential. Salary £819 10s. (less £150 board 








St. Stephen’s-road, Norwich, by 28th September. 


NORWICH. UNITED NORWICH HOSPITALS. 
NORFOLK AND NORWICH HOSPITAL, NORWICH. Locum REGIS- 
TRAR ANESTHETIST required for period 16th September- 
16th December, 1957. Resident or non-resident. Salary £19 5s. 

r week in accordance with terms and conditions of service of 

ospital medical staff. Membership of a Medical Defence Society 
is a condition of appointment. 

Applications, stating age, qualifications, and experience, 
together with names of 2 referees, to Group Secretary, Hospital 
Management Committee, St. Stephen’ s-road, Norwich. 


NOTTINGHAM GENERAL HOSPITAL. E.N.T. Depart- 
MENT. A SENIOR HOUSE OFFICER (E.N.T.) required at 
above Hospital. This post is recognised for the D.L.O. and 
F.R.C.S. examinations. Salary and conditions of service in 
accordance with Ministry regulations. Duties to commence 
about end September. 

Applications, stating age, qualifications, experience and 
nationality, together with copies of testimonials, to be sent to 
Group Secretary. 
NOTTINGHAM GENERAL HOSPITAL. 











A Senior 


HOUSE OFFICER (orthopedic and fracture) required 30th 
September. Post offers exceptional experience in traumatic 
surgery. 


Applications, stating age, qualifications, experience, nation- 
ality together with copies of testimonials, to be sent to Group 
Secretary. 
ORPINGTON HOSPITAL, Orpington, Kent. Resident 
SENIOR HOUSE PHYSICIAN (Male or Female) for Geriatric 





Department. Post offers good clinical experience and oppor- 
— for higher studies. Hospital may be visited by appoint- 
men 


Applications, with copies 2 recent testimonials, to Physician- 
Superintendent. 
OTLEY, YORKSHIRE. THE GENERAL HOSPITAL. 
(172 Beds. ) SENIOR HOUSE SURGEON (Senior House Officer 
gee) in general and orthopeedic surgery (with secendary duties 

other specialties), required to work under full consultant staff 
who are members of the teaching staff of Leeds University. Post 
recognised under F.R.C.S. regulations. 

Applications, stating age, nationality, and experience, with 
——- of 2 referees, to Group Secretary, The General Hospital, 

ey. 
OXFORD REGIONAL HOSPITAL BOARD. Senior 
REGISTRAR (whole-time) in Psychiatry to the Warneford and 
Park Hospitals. The principal duties will be in child guidance 
and child psychiatry, both inpatients and outpatients. Candi- 
dates must hold the D.P.M. and should have had experience with 
children. An opportunity might arise for exchange with another 
Senior Registrar post in the region. Full particulars may be 
obtained from the Physician-Superintendent, Warneford 
Hospital, Oxford. 

Applications on forms obtainable from the Secretary, 
Registrars Committee, 43, Banbury-road, Oxford, should reach 
him by 23rd September, 1957. 
OXFORD REGIONAL HOSPITAL BOARD. Registrar 
in Obstetrics and Gynecology to the General Hospital, North- 
ampton (62 obstetric beds, 38 gynecology beds). Recognised 
for the M.R.C.O.G. 

Applications on forms obtainable from the Secretary, Regis- 

trars Committee, 43, Banbury-road, Oxford, to reach him by 
18th September, 1957. 
OXFORD. UNITED OXFORD HOSPITALS. - Applica- 
tions invited for post of NON-RESIDENT REGISTRAR in the 
Tuberculous Meningitis Unit at the Osler Hospital, Headington , 
Oxford, commencing on Ist November, The post will be 
for 1 year in the first instance, but eligible for extension to a 
second year. 

Applications on forms obtainable from the Administrator, 
Radcliffe Infirmary, Oxford, should be received not later than 
14th September. 





e). 

Apply, stating age, qualifications with dates, nationality, 
present post, together with the names of 3 referees, to Group 
Secretary, 3, Craven-road, Reading. — 

REDHILL. 

road, REDHILL, SURREY. HOUSE SURGEON (Male). Pre- 
tion appointment, prospect of House Physician appoint- 

ment to follow. Post vacant 12th September. 

__ Apply to the Hospital Secretary. at 

ROYAL HOSPITAL. (Busy 
Beds.) CASUALTY OFFICER 
Senior House Officer grade, non- 





RICHMOND, SURREY. 
general hospital of 121 
required 23rd September, 1957. 
resident, off-duty weekends. 

Apply immediately, giving full particulars, including names of 

2 referees, to Administrative Officer. 
ROCHDALE INFIRMARY. Rochdale and District Hos- 
PITAL MANAGEMENT COMMITTEE. CASUALTY OFFICER (Senior 
House Officer grade), resident, required. Duties include some 
general surgical work. Recognised for 6 months F.R.C.S. 
experience. 

Apply at once to Group Secretary, Central] Offices, Birch Hill 
Hospital, Rochdale. 
ROCHDALE INFIRMARY. Rochdale and District Hos- 
PITAL MANAGEMENT COMMITTEE. HOUSE SURGEON (resident) 
required. Pre- or py oD Doctors eligible for this post, 
which is recognised for 6 months F.R.C.S. experience. 

Apply at once to Group Secretary, Central Offices, Birch Hill 
Hospital, Rochdale. NS a 
ROCHFORD, ESSEX. GENERAL HOSPITAL. (622 
Beds.) HOU SE OFFICER (obstetrics) sonuened, Post vacant 
21st September, 1957. Recognised for D.Obst.R.C.0.G. The 
Hospital has 75 eT, beds, a gyneecological ward of 25 beds 
and a Premature Baby Unit of 8 cots. 

Applications, stating age, &c., to the Secretary at the above 
Hospital by 14th September, 1957. J.C. FIELD, Secretary. 


ROMFORD, ESSEX. OLDCHURCH HOSPITAL. (722 
Beds.) SENIOR HOUSE OFFICER (ophthalmology). 
Applications should be addressed immediately to the Group 


Secretary, Romford Group Hospital Management Committee, 


pacnurck ee oepital. Romford. 

OmMF ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
RESIDENT. "HOUSE SURGEON (Male) required immediately. 
(Not pre-registration appointment. ) 

Applications should be forwarded to the Sree Romford 
Group Hospital Management Committee, Oldchurch Hospital, 
Romford. 

ROMFORD, ESSEX. VICTORIA HOSPITAL. (99 Beds.) 
RESIDENT HOUSE PHYSICIAN (Male) required from Ist 


























October, 1957. Not pre-registration appointment. 
Applications should be forwarded to the Secretar , Romford 
Group Hospital Management Committee, Oldchurc »’ Hospital, 


Romford. ? ” = 
ROMFORD GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. CLINICAL ASSISTANT required on the staff of the 
Regional Ophthalmic Centre at Oldchurch Hospital, Romford, 
to undertake 1 outpatient session per week (Thursday morning) 
in the Eye Clinic at Tilbury and Riverside Hospital, Tilbury. 
te gy to be sent to Group Secretary, Oldchurch 
Hospital, Romford, as soon as possible. 
ROTHERHAM. OAKWOOD HALL HOSPITAL (102 
Beds) AND THE CHEST CLINIC. SHEFFIELD REGIONAL HOSPITAL 
Whole-time RESIDENT REGISTRAR (chest diseases) 


BOARD. 
required. Unfurnished self-contained flat available for married 
candidate. Appointment for 1 year in first instance. 


Apply to Secretary, 35 Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 16th September, 1957, giv ing age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 

SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Locum HOUSE SURGEON required 16th—28th September. 
Application, with names of 2 referees, to Secretary. 
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SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Locum CASUALTY REGISTRAR required 14th September- 
llth October. Post recognised for F.R.C.S. and experience is 
provided in orthopeedic and plastic cases. 

Applications, with names of 2 referees, to Secretary, immedi- 

ately. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
SENIOR HOUSE OFFICER (casualty) required, working with 
Casualty Registrar in busy department. Post vacant 3rd October. 
Experience given in plastic and orthopedic cases. 

Applications, with names of 2 referees, to Secretary, by 10th 
September. : 
SALISBURY GENERAL HOSPITAL. South West Metro- 
POLITAN REGIONAL HOSPITAL BOARD. SALISBURY GROUP HOS- 
PITAL MANAGEMENT COMMITTEE. Applications are invited for 
the post of REGISTRAR ANACSTHETIST (resident or non- 
resident) at above Hospital, which is recognised for the 
F.F.A.R.C.S. 

Further details and application forms obtainable from, and 
should be returned to, Group Secretary, Odstock Hospital, 
Salisbury, Wiltshire, within 10 days of the appearance of this 
advertisement. 

SALISBURY GENERAL ie ae Salisbury Group 
HOSPITAL MANAGEMENT COMMITTEE. plications are invited 
for the post of SENIOR RESIDENT AT USE SURGEON or 
RESIDENT HOUSE SURGEON which is now vacant. The 
appointment is also recognised for pre-registration candidates. 
The Department has over 50 Beds and a large outpatient turn- 
over, dealing with fractures and all types of orthopeedic surgery. 

Applications, stating age, nationality, qualifications and 

experience, and naming 2 referees, to the Group Secre 
Odstock Hospital, Salisbury. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. SENIOR REGISTRAR in the E.N.T. Depart- 
ment in the Edinburgh Northern Group of hospitals, mainly at 
the Eastern General Hospital (30 Beds). 

Apply, giving particulars of age, qualifications and previous 

experience, together with the names of 3 referees, to the Secre- 
tary, 11, Drumsheugh-gardens, Edinburgh, 3, by 28th September, 
1957. 
SCOTLAND. SOUTH-EASTERN REGIONAL HOS- 
PITAL BOARD. REGISTRAR in Medicine at the Royal Infirmary 
of Edinburgh, for duties in the cardiological unit, vacant on 
9th October, 1957. 

Apply, giving particulars of age, qualifications and previous 
experience, and the names of 2 referees, to the Secretary, 11, 
Drumsheugh-gardens, Edinburgh, 3, by 21st September, 1957. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the following appointments, 
which will be for 1 year in the first instance :— 

2 REGISTRARS in E.N.T. Surgery based at the Royal 
Infirmary, Glasgow, 1 for duties at Law Hospital, Carluke. 

REGISTRAR in E.N.T. Surgery for duties on a rotational 
basis at the Ear, Nose and Throat Hospital, and the Western 
Infirmary, Glasgow. 

REGISTRAR in E.N.T. Surgery based at Stobhill General 
Hospital, Glasgow. 
~ gy tt AR in Peediatrics based at Stobhill General Hos- 
pital, Glasgo 
REGISTR AR in Pathology based at the Dumfries and 
Galloway Royal Infirmary, Dumfries. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, C.2, by 21st September, 1957. 
SHOREHAM-BY-SEA, SUSSEX. SOUTHLANDS HOS- 
PITAL. WORTHING GROUP HOSPITAL MANAGEMENT COMMITTEE. 
Locum REGISTRAR (obstetrics and gynecology, 55 and 30 

eds), 2 weeks from 7th October. 

_ Apply Hospital Secretary, Southlands Hospital (Phone : 
Shoreham-by-Sea 2381) as soon as possible. 

7 A. AKTON, Group Secretary. 
SHREWSBURY. ROYAL SALOP INFIRMARY/COP- 
THORNE HOSPITAL. (500 Beds.) SHREWSBURY HOSPITAL GROUP. 
HOUSE SURGEON, vacant Ist November, 1957. Pre-registra- 
ar candidates eligible. Recognised for the F.R.C.S. 

4 yy with copy testimonials, to Group Secretary, 
Royal Salop Infirmary, Shrewsbury. a 
SHREWSBURY. ROYAL SALOP INFIRMARY AND 
COPTHORNE HOSPITAL (500 Beds). SENIOR HOUSE OFFICER 
(gyneecological). 50 gynecological beds and 2 House Surgeons. 
Posts recognised for M.R.C.0.G. Vacant 4th November, 1957. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 








SHREWSBURY. ROYAL SALOP INFIRMARY AND 
COPTHORNE HOSPITAL. (500 Beds.) RESIDENT ANZES- 
THETIST (Senior House Officer). Post recognised for 
F.F.A.R.C.S. Registrar also employed. Vacant mid-September. 
Applications and copy testimonials to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SHREWSBURY. ROYAL SALOP INFIRMARY COP- 
THORNE HOSPITAL. (500 Beds.) HOUSE PHYSICIAN, pre- 
registration candidates eligible. Vacant 24th October, 1957. 
Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 


SOUTHAMPTON. rH HANT! 





ROYAL SOUTH HANTS HOS- 
PITAL. (274 Beds.) RESIDENT HOUSE SURGEON required 
beginning of October. Pre-registration candidates eligible. 
Applications, with copies of recent testimonials, should be 
forwarded to Group Secretary, Southampton Group Hospital 
Management Committee, Bullar-street, Southampton. 
SOUTHEND GENERAL HOSPTIAL. Locum E.N.T. 
aa =a required from 16th to 22nd September, 1957, 
inclusive. 

Applications, &c., to be sent to the undersigned as soon as 
possible. J. C. Frewp, Secretary. 


12 








SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires temporary Whole-time JUNIOR HOS- 
PITAL MEDICAL OFFICER, for the Blood Transfusion 
Service of the South West and South East Metropolitan Regions, 
at the South London Blood Transfusion Centre, Stanley-road, 
Sutton, Surrey. Required for 3 months from Ist October, 1957, 
in the first instance, but might lead to permanent appointment. 
Main duties concerned with the collection of blood from donors 
in area covered by these regions. 

Apply immediately, giving date of birth, qualifications, experi- 

ence and names of 3 referees, to the Medical Director at the 
above address, by arrangement with whom applicants may 
visit the Centre. 
STOCKTON-ON-TEES. STOCKTON AND THORNABY 
HOSPITAL. TEES-SIDE HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the appointment of SENIOR 
HOUSE OFFICER (anesthetics) at the above Hospital. Resi- 
dent or non-resident. "he post is woe on 24th September 
and is recognised for the D.A. and F.F.A.R.C.S. Some previous 
experience desirable but not essential. All establishment of 
junior medical staff. 

Aggie. with copies of 3 references, to be addressed to 
the Hospital Secretary at_ the above address. 
STOCKTON-ON-TEES. STOCKTON AND THORNABY 
HOSPITAL. TEES-SIDE HOSPITAL MANAGEMENT COMMITTEE. 
ae are invited for the appointment of HOUSE 

‘FICER (medicine) at the above Hospital. The appointment, 
which is vacant now, is eee ognised for pre-registration service 
under the Medical Act, 19 

Applications, statir full details and giving 2 names for 
reference, should be addressed to the Hospital Secretary at the 
above address. act 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
HOUSE OFFICER (pediatrics) required, wacent 17th September, 
1957. Pre-registration post. Recognised for I 

Detailed applications, with copy had wna to Group 
Secretary, Princes-road, Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. HOUSE PHYSICIAN required, pre- 
registration post, vacant early October. 

Detailed applications, with copy testimonials, to Grou 
Secretary, Hospital Management Committee, Princes-r 
Stoke-on-Trent. 
STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. , (455 Beds.) SENIOR HOUSE OFFICER 
(orthopedics) required. Post vacant very shortly. Some duties 
also at Hartshill Orthopedic Hospital (78 Beds). 

Detailed applications, with copy testimonials, to Grou 
Secretary, Hospital Management Committee, Princes-ecads 
Stoke-on-Trent. 

STOKE-ON-TRENT. ORTHOPADIC HOSPITAL, 
HARTSHILL, STOKE-ON-TRENT. (78 Beds.) SENIOR HOUSE 
OFFICER (orthopeedics ) wae =v Hey Post vacant very shortly. 
Duties also at North Staffordshire Royal Infirmary. 

Detailed applications, with copy testimonials, to Group Secre- 

tary, Hospital Management Committee, Princes-road, Stoke- 
on-Trent. 
SURBITON. ROYAL EYE HOSPITAL, Upper Brighton- 
road, SURBITON, SU po . SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL pone. plications are invited for the post of Full- 
time OPHTH ALMIC REGIST RAR for duties at the Surbiton 
unit of the Royal Eye Hospital, S.E.1. Previous experience 
essential, primary F.R.C.S. esirable. The appointment is for 
2 years but is subject to review at the end of the first year. 

Forms of application from the Group Secretary, Lambeth 
Group Hospital Management Committee, Renfrew-road, S.E.11, 
to be returned by 21st September, 1957. 

SUTTON. BELMONT HOSPITAL. St. Ebba’s and 
BELMONT GROUP HOSPITAL MANAGEMENT COMMITTEE. Part-time 
JUNIOR HOSPITAL MEDICAL OFFICER (5 sessions he ge AY 
required at above Hospital, which is principally concerned wi 
the treatment of neuroses and the early psychoses. 

Applications, giving full particulars as to age, qualifications 

and experience, together with the names and addresses of 2 
referees, should reach the Group Secretary, St. Ebba’s and 
Belmont Group Hospital Management Committee, Group Office, 
Belmont Hospital, Brighton-road, Sutton, Surrey, within 2 weeks 
of the appearance of this advertisement. 
SUTTON AND CHEAM HOSPITAL, Cotswold-road, 
SUTTON, SURREY. RESIDENT SENIOR HOUSE OFFICER 
(Casualty Officer). Post recognised for F.R.C.8. Vacant Ist 
November. 

Applications, stating age, qualifications and experience, with 
copies of recent testimonials and the names of 2 referees, to the 
Group Secretary, St. Helier Hospital, Carshalton, Surrey. 


SWINDON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. 8ST. MARGARET’S HOSPITAL, STRATTON. Applications 
invited for the post of RESIDENT SENIOR HOUSE OFFICER 
for Peediatric Unit. Post recognised for D.C.H., permits time 
for postgraduate study ; vacant 6th October. 

Full details, with names of 3 referees, to Secretary, 7, Okus- 

road, Swindon, Wilts, as soon as possible. 
TORQUAY. TORBAY HOSPITAL. Resident Senior 
HOUSE OFFICER (ourgety required mid-September, 1957. 
Post recognised for F.R.C.S here is a complement of 6 Resident 
House Officers. 

Applications, stating qualifications, age, nationality, with 
copy testimonials (quoting Ref. F.955/83), to the Group 
Secretary, Torquay District Hospital Management Committee, 
Torbay Hospital, orquay, S. Devon. aS 
WATFORD. SHRODELLS HOSPITAL. Applications 

are invited for the post of GYNAZSCOLOGICAL HOUSE 
OFFICER (Junior Hospital Medical Officer grade) required to 
start early October. Post recognised for the M.R.C.O.G. 

ey eye together with copies of 2 testimonials, should 
reach the Medical Administrator as soon as possible. 
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WAKEFIELD. PINDERFIELDS GENERAL HOSPITAL. 
SENIOR HOUSE OFFICER required for the Orthopedic 
Department. Salary £819 10s. p.a., £150 p.a. charged for 
accommodation. 

Address written applications, giving full particulars of experi- 
ence and 2 names and addresses for reference, to— 

. BOWRING, Group Secretary. 

Pinderfields General Hospital, “Wakefield. 

WARWICK (near). “~~ EDWARD VII MEMORIAL 
CHEST HOSPITAL, HERTFO HILL, near WARWICK. (228 Beds.) 
JUNIOR HOSPITAL MEDIC AL OFFICER (resident). Appli- 
cations = for this appointment in modern Thoracic Surgical 
Unit. All forms of major and minor thoracic surgery under- 
taken. Post offers wide general training in cardiac. esophageal 
and pulmonary surgery. Facilities available for postgraduate 
study. Previous experience in specialty not essential. 

Applications to Medical Soperintendeat. 
WHITEHAVEN HOSPITAL, Cumberland. (119 Beds, 
plus 31 Beds in Annexe.) HOUSE SU RGEON, with orthopedic 
and casualty duties. Recognised pre- registration, Senior House 
Officer grade if appropriate. Vacant end of September. 

Detailed application, with dates, and names of 2 referees, to 
Group Secretary, Workington Infirmary, Cumberland. 
WHITEHAVEN HOSPITAL, Cumberland. (119 Beds 
plus 31 Beds in Annexe.) Locum JUNIOR HOSPITAL 
MEDICAL OFFICER SURGEON required 7th October— 
13th December, 1957. Duties similar to those of Surgical 
Registrar in a busy general hospital offering considerable 
operating experience in both emergency and elective surgery. 
Salary in accordance with national agreement. 

Detailed applications, with names of 2 referees, to Group 
Secretary, Workington Infirmary, Cumberland. =A 
WIGAN (near). BILLINGE HOSPITAL. Registrar in 
Phychiat The post offers good experience under Consultant 
Psychiatr st. Main centre at Billinge Hospital where there is an 
— psychiatric unit with modern treatment and over 300 
eeeeee annually. Post recognised for D.P. 

pplicetions. with names of 2 referees, to Secretary, Wigan 

~ee Hospital Management Committee, Knowsley House, 








and 


Winey YGATES, FIFESHIRE. CAMERONI.D. HOSPITAL 
RESIDENT HOUSE PHYSICIAN required forthwith. The 
post is recognised for Pre-registration Service. The Hospital 
consists of 100 infectious diseases beds and 30 aged sick beds. 
Salary in accordance with national scale. 

Apply, in writing, to the Medical Superintendent, East Fife 
Hospitals Board of Management, 243a, High-street, Kirkcaldy. 
WINDYGATES, FIFE. FIFE DISTRICT LABORATORY. 
EAST FIFE HOSPITALS BOARD OF MANAGEMENT. REGISTRAR in 
Clinical Pathology at the above Laboratory, vacant on_ Ist 
October, 1957. Experience provided in al) branches of pathology 
with opportunities for additional work in bacteriology and _ bio- 
chemistry. Previous experience in morbid anatomy desirable. 

Apply, giving particulars of age, qualifications, and previous 
experience, and the names of 2 referees, to the Secretary and 
Treasurer, East Fife Hospitals Board of Management, 2434, 
High-street, Kirkcaldy, re petone 21st September, 1957. 
eS ee W CROSS HOSPITAL. (634 
Beds.) Pre-registration HOUSE OFFICER in Generai Surgery. 
Vacant late September. 

__ Applications to the Hospital Secretary. 5 BRD sists 5 
Pp A AND TADCASTER HOSPITAL MANAGEMENT 

ITTEE YORK GERIATRIC UNIT. JUNIOR HOSPITAL 
MEDIC AL OFFICER required for St. Mary’s and associated 
hospitals (373 Beds in 4 hospitals). Based at St. Mary’s Hospital, 
to — under Consultant Geriatric Physician. Accommodation 
available. 

Applications, giving age, qualifications, experience, nationality 
and names of 2 referees, to Group Secretary, Bootham Park, 


York. 
YORK. FAIRFIELD SANATORIUM (68 Beds). CITY 
HOSPITAL (256 Beds). Required in December, 1957, SENIOR 
HOUSE OFFICER in Chest Diseases and General Medicine 
(non-resident) to spend half time at veeese Sanatorium (68 
beds) and at the City Hospital where 8 beds are reserved for 
investigation of chest cases, and where outpatient refill clinics 
are held, the remainder of time at the County and City Hospitals 
(266 and 256 beds respectively), in the Department of General 





Medicine. Previous experience in treatment of tuberculosis an 
advantage. 

Applications, giving age, nationality, experience, quailifi- 
cations and names of 2 referees, to Group Secretary, York A 


oad a Hospital Management Committee, Bootham 
‘ar’ 
CANADA. er HOSPITAL, 
CANAD has vacancies for RESIDE 
INTERNSHIPS. Salary $150 per month plus room and board. 
Uniforms and laundry provided. Grace Hospital is an active 
generes hospital of 230 Beds with approximately 9128 discharges 
per year. Consideration may be given towards financial assistance 
with passage. 
__ Applicants with cretientials are invited. 
ST. JOHN’S, NEWFOUNDLAND, CANADA. GENERAL 
HOSPITAL. ee ane gh OF PATHOLOGY. Applications are invited 
for the following pos 
JUNIOR ASSISTANT l PATHOLOGIST. Salary $4500 p.a. 
At least 2 years | ~epeeteamnie training in surgical and autopsy 
pet desirable. 

NE (pathology). Salary $2500 p.a. Previous experi- 
ence in pathology is not required. The Pathology Department 
is approved by the Royal College of Physicians and Surgeons of 
Canada for postgraduate training. 

Transportation to St. John’s will be paid by the Hospital. 
Applications in writing, with copies of 3 recent testimonials, 
should be forwarded as soon as a to— 
. WILSON, Superintendent. 
General Hospital, St. John’s, gt Bu - - Ty Canada. 


Winnipeg, 
NCIES and SENIOR 








Manitoba, 





SOUTH AFRICA. DONALD FRASER HOSPITAL, 
SIBASA, NORTHERN TRANSVAAL. Applications are invited for the 
ost of ASSISTANT MEDICAL OFFICER in the above Mission 

ospital. Applicants must be interested in the physical and 
y year weliees of the African staff and patients. Salary scale 
£825-£75-£900-£100-£1000-£50-£1250, plus £200 cost-of-living 
allowance. Previous experience will be taken into consideration 
in determining commencing salary. The Hospital has 180 
Beds and is planning to add another 100 beds for patients 
suffering from tuberculosis. There are 2 well-equipped operating 
theatres and an X-ray plant. 

Applications, Sivinn details of age, experience and qualifica- 
tions, together with the names and addresses of 2 referees, should 
be addressed to the Medical Superintendent, Donald Fraser 
a P.O. Vhufuli, Via Sibasa, Northern Transvaal, South 

ca : 
U.S.A. CAMBRIDGE, MASSACHUSETTS. Applications 
are invited for the positions of RESIDENCIES in Anesthesia 
for a 2-year period beginning Ist July and Ist September, 1957. 
Salary $1800 first year and $3600 second year and full main- 
tenance. Training in all branches of anesthesia. Affiliation with 
other hospitals. 

Applications, stating age, nationality, qualifications, and 
experience, together with the names of their referees, should be 
forwarded to the Director of Anesthesiology, P.O. Box 89, 
Cambridge, Massachusetts. Travelling expenses to and from the 
U.S.A. will be paid. Particulars will be sent as soon as application 
is received. Please enclose recent photograph with application, 


Public Appointments 


BRITISH VIRGIN ISLANDS. Required, Resident 
Government Medical Officer to be in charge medical and health 
services and hospital. Population 7600. Total emoluments from 
Government approximately $3240 U.S., plus allowances. Private 
practice allowed worth approximately same as salary. Post 
suitable for doctor ym = enjoy good practice in ideal sur- 








roundings. For full details please see advertisement, ‘* Overseas 
Appointments,” below. __ rs 4c 
BRISTOL. CITY AND COUNTY OF BRISTOL. Depart- 


MENT OF PUBLIC HEALTH. Applications invited from registered 
medical practitioners, preferably holding Diploma in Public 
Health, for appointment of ASSISTANT MEDICAL OFFICER 
for duties in School Health, Maternity and Child Welfare and 
other Local Authority Services as may be required. Su 
applicant must devote his whole- — to these duties and not 
engage in private practice. App pointment superannuable ; 
ie examination. Salary £1050-£50 (3)-£1200-£55 (5)— 
£ 

iualentides not later than 21st September, 1957, on forms 
from Medical Officer of Health, Central Health Clinic, G.P.O. 
Box No. 201, Tower Hill, Bristol, 2. 
DUBLIN. LOCAL APPOINTMENTS COMMISSION. 
Positions vacant. BIOCHEMISTS (a) Limerick County Council, 
(bo) Board of Public Assistance for the South Cork Public 
Assistance District. Essential qualifications include (i) at least 
3 years experience in the Jocsotaers of biochemistry or chemical 
pathology, (ii) M.Sc. or Ph.D. in biochemistry or physiological 
chemistry or equivalent. Salary scale for each post £915-£1182. 
The person appointed to post (b) may undertake, if offered, a 
University teaching appointment. 

Application forms and particulars from the Secretary, 45, 
Upper O’Connell-street, Dublin. Latest time for receiving 
completed application forms 5.0 p.m. on 20th September, 1957. 
DUNDEE CORPORATION. Health and Welfare Depart- 
MENT. ASSISTANT MEDICAL OFFICER OF HEALTH. 
Applications are invi from registered medical practitioners, 
under 45 years of age, for the above post for duties in connection 
with Health and Welfare services. Preference will be given to 
candidates having a D.P.H. qualification. Salary and conditions 
of service will be in accordance with the Whitley scales. The 
appointment is superannuable and the successful candidate will 
be required to pass satisfactorily a medical examination. 

Applications, stating age, qualifications and ex renee and 

ving the names and addresses of 3 referees, should be lodged 
with the subscriber on or before 24th September, 1957. 

City Chambers, Dundee. ROBERT LYLE, Town Clerk. 
CITY AND COUNTY OF THE CITY OF 
EXETER. SCHOOL MEDICAL OFFICER AND ASSISTANT 
MEDICAL OFFICER OF HEALTH. The duties will be mainly 
in connection with the School Health and Child Welfare Services, 
but the appointed candidate will assist in other sections of the 
Department. The successful candidate will g: trative 
experience in school health work. The ponneenion of a D.P. a 
or D.C.H. would be an advantage. Whitley scales and conditions. 
Salary £1050-£50-£1200-£55-£1475. Commencing salary accord- 
ing to experience. Casual car user allowance. 

Application forms from Dr. E. D. IRVINE, Medical Officer of 
Health and Principal School Medical Officer, 5, Southernhay 
West, Exeter, to whom they should be returned ‘not later than 
28th September, 1957. 

3ist August, 1957. C. J. NEWMAN, Town Clerk. 
HER MAJESTY’S OVERSEAS CIVIL SERVICE. Medical 
OFFICER required to act as Medical Officer in charge of Medical 
and Health nt ag of British Virgin Islands and Super- 
intendent of Tortola Cottage Hospital, and to hold free clinics 
and do major — surge’ Appointment on permanent 
basis with pension (non-contri utor ) or on agreement for 3 
years in first instance. Salary scale including allowance for 
Superintendent duties and exchange compensation allowance 
£1135-£1392 p.a. Private practice permitted. Free passages 
including rail fares to port of embarkation for officer, wife and 
dependent children under 18. Assisted passages on leave. 
Income-tax at local rates. Candidates must possess qualifications 
registrable in United Kingdom. 

Application forms from Direc’ of Recruitment, Colonial 

117/37/01). 
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HER MAJESTY’S OVERSEAS CIVIL SERVICE. 
NORTHERN REGION, NIGERIA. MEDICAL OFFICER OF 
HEALTH required for administration of preventive medical 
service and control of sanitary matters (including statutory 
duties of an M.O.H.), or if posted to an airport the duties of 
Port Health Officer. May be required to perform general duties 
of Medical and Health Officers and other duties in connection 
with epidemic diseases. Possible posting to undertake rural 
health work including medical surveys and mass treatment of 
endemic diseases. Candidates must possess medical quailifi- 
cations registrable in United Kingdom, and D.P.H. Diploma in 
Tropical Hygiene an asset. 

Appointment may be :— 

(a) On 3 years probation for permanent and pensionable 
employment. Pension (non-contributory) at rate of 1/600th of 
final pensionable emoluments for each completed month of 
reckonable service. 

(6) From National Health Service, officer retaining super- 
annuation rights up to 6 years and receiving a gratuity (taxable) 
of 20% of aggregate of salary. Salary for officers appointed 
under (a) or (6) ranges from £1212—£1950 p.a. 

(c) On short-term contract (2 tours each of 18-24 months) 
with salary £1434-£2286, and gratuity (taxable) of £37 10s. 
for each completed period of 3 months service (including leave). 

Only permanent officers are members of Her Majesty's 
Overseas Civil Service. 

Quarters provided at low rental. Taxes at local rates. Annual 
leave permissible ; generous home leave granted after each 
tour. Free passages in both directions for officer and wife ;: 
assisted passages for children. Allowances for children of £120 
a year for first child, £96 for second, and £72 for third. 

Application forms from Director of Recruitment, Colonial 
Office, London, 8.W.1 (quoting BCD.117/408/026). yh 
UGANDA. MEDICAL DEPARTMENT. Pre-registration 
Appointments. Applications invited from provisionally 

stered practitioners for normal internship duties in the 
Department of Medicine, Surgery and Obstetrics at Mulago 
Hospital, Kampala. Applicants must have fulfilled their 
National Service obligations, and should verify from their 
licensing bodies that the posts at Mulago Hospital are approved 
Ly Ay them for pre-registration training under the Medical Act 

50. Appointments on agreement for 12 months with salary 

£618. a year for first 6 months and £645 a year for second 6 months, 
lus messing allowance of £144 a year. Free furnished quarters, 
cluding linen, cutlery, china and glass, light, fuel and water 
are provided. Married quarters not available and married 
candidates may not be accompanied by their wives. Free air 
passages provided for e en staff on appointment and on 
satisfactory completion of agreement. Selected candidates may 
apply for appointment as Medical Officers in Her Majesty’s 
Overseas Civil Service on the conclusion of their internships. 

Application forms from Director of Recruitment, Colonial 
Office, London, 8.W.1 (quoting BCD.117/9/016). 
TREASURY MEDICAL SERVICE. Applications are are 
invited from Medical Practitioners, practising in the districts 
— below, for appointment, in a pa -time and aoe 

yt ws A eapacity, as LOCAL TREASURY MED 
OF FICER for each of the places or groups of places shown. 
The town shown in brackets after the place-names indicates the 
Head Post Office Area in which the place, or group of places, is 
situated. Successful applicants will be required to examine and 
report on the condition of certain Government Officers, teachers, 
candidates for appointment, &c., who may be referred to them 
from time to time; and to attend when summoned to an 
emergency case of accident or sudden illness occurring in a 
Government office in the neighbourhood. Fees for this work, 
and mileage allowance where necessary, will be paid on a scale 
agreed with the British Medical Association. 


a applicants should write, within 14 days, to 
Treasury Medical Adviser, Treasury Chambers, Whitehall, 
8.W.1, for a form on which application may be made. Appli- 


cants should be not more than 60 years of age. 
The places for which applications are invited are as follows :— 
ENGLAND AND WALES 
Pontlottyn (Cardiff). 
Haslemere (Haslemere). 
Rothwell, Methley and Woodlesford (Leeds). 
Crosskeys and Abercarn (Newport, Mon.). 
Ebbw Vale (Newport, Mon.). 
Eastleigh (Southampton). 


General Practice 
for an Executive Council post (England and Wales) apply on form E.C.16a 
obtainable from the council. Mark envelope ** Vacancy."’ 


LIVERPOOL. WAVERTREE PARLIAMENTARY 

DIVISION. rs ations invited for a medical practice. Death 

VACANCY ist of patients approximately 2000. Apply on 

Form E.C.16a to the ee va os by Friday, 13th September, 

1957. im G. DONCASTER, Clerk, Liverpool Executive Council. 
36, Princes-road, Liverpool, 8. 


Pharmaceutical Industry. Bayer Products Limited 
require a coctor with a good scientific background (organic 
chemistry, pharmacology, bacteriology or pharmacy) or other 
suitably ‘qualifie -d person for research liaison work. As the posi- 
tion will involve considerable Continental travel, a knowledge of 
a European language is essential. The successful applicant will 
also be concerned with the evaluation of new drugs in Britain. 
The work is interesting, adequately remunerative, and has good 
prospects in a rapidly expanding organisation.—Applications in 
confidence to the Managing Director, BAYER PRopUcTs 
Liitrep, Neville House, Eden-street, Kingston-on-Thames, 
Surrey. 

















Parke, Davis & Company, Limited, invite applica- 
tions for the post of Director of Pharmacological Research 
in their new biological laboratories, which will be com- 
pleted during the late summer of 1958. 

The position is one that requires creative ability and 
qualities of leadership, and applicants should have high 
academic qualifications in both physiology and pharma- 
cology ; a medical qualification would be an advantage. 

The Company has long experience in the field of funda- 
mental research into new drugs and the Director will be 
expected to initiate and direct work of this kind, in 
addition to supervising the more routine screening 
programmes. 

There is a generous pension and life assurance plan. 

Applications for this post, which carries an appropri- 
ately high ealary, should be made to the Deputy General 
Manager, PARKER, Davis & COMPANY, LIMITED, Staines- 
road, Hounslow, Middlesex. 





Abbott Laboratories Limited, international manufac- 
turers of fine pharmaceuticals wish to appoint a Medical Director, 
with the following responsibilities :— 

(1) Clinical research—the initiation of clinical trials of new 
products by the medical profession, the analysis of reports 
received and the incorporation of the information so received 
into medical literature. 

(2) Professional relations between Abbott and the medical 
profession including all correspondence of a medical nature. 

(3) Consultant to the research and pharmaceutical develop- 
ment departments in the initiation of new products. 

(4) Consultant to the sales, advertising, ee and 
quality control departments on all medical mat 

Candidates aged between 35 and 45 years should have, in 
addition to a medical degree, either (a) a postgraduate d 
in 1 of the basic sciences, or Membership, with 4—5 years medical 
practice, or (b) at least 3 years inospital sppeintmneuts with some 
background of clinical research, plus 4-5 years experience in 
hospital practice. This strong scientific and medical basis is 
essential, but a sound commercial sense will also be an important 
quality in order to effect a smooth codrdination of the various 
aspects of the Company’s business. Candidates with _— iy 
yous of hospital or University teaching e ~ agg ae. 

tS y ~~~ -y! te’ field, will cave an civenta — pond 
=e for fair’ — extensive travel within the dom. 
salary will be not less than £2500 p. ag 

Tee naidntes are invited to write, in ongStenee, full details of 
their career to date, to the Mana Director, ABBOTT LAB- 
Middlesex, LiMiTED, 3, Wadsworth-road, Perivale, Greenford, 

lesex. 


A Doctor is required by this “expandi ng Pharmaceutical 
Company to establish a Professional Service partment. Duties 
will comprise the preparation of medical literature and technical 
brochures, also the medical training of representatives and 
dealing with medical correspondence. A _ certain amount of 
travel will be involved. Applicants should preferably be aged 
25-40, have writing ability and display a bent towards the 
commercial aspects of pharmaceuticals. Experience in the 
pharmaceutical industry is desirable but not essential. Residence 
in the Manchester area would be necessary. Salary will be com- 
mensurate with age and experience but will not be less than 
£1600 p.a., with participation in a superannuation scheme. 

Applications, which should provide a complete résumé of 
qualifications, experience and personal details, will be treated 
in strict confidence and should be addressed to the Director, 
GEIGY PHARMACEUTICAL COMPANY LTD., Roundthorn Estate, 
Wythenshawe, Manchester, 23. 


Medical Officer required by Mining “Company i in Sierra 
Leone. Applicants should have wide general medical experience 
and ability to do emergency surgery. D.T.M. & H. an advantage. 
Commencing salary according to age and experience but not less 
than £2000 p.a. sine 5% bonus, plus, for married man, £10 per 
month marriage allowance and £5 per month for each child 
under 18. Salary revised annually. Retirement under contribu- 
tary pension scheme at age 55. Tours of duty approximately 15 
months followed by liberal leave on full salary in U.K. Return 
passage paid, free furnished quarters. Life Assurance and 
Dependants Income Schemes. Write giving full particulars 
ag age, married or single, to SIERRA LEONE DEVELOPMENT 
re LTD., Department MO.2, City-gate House, Finsbury-square, 
Physician (pathological and neurological experience 
required) for clinical and research work. Salary range $6500- 
$9500 p.a.—Detailed personal and professional data, aw to 
Clinical Director, Box 144, Wrentham, Massachusetts, U.S.A 


“ Pregnancy Diagnosis by the Xenopus Method,” beeeer 
service. Send specimens of urine and £1 1s. fee. Hematology, 
Biochemistry, Flame Photometry.—-WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.1 
(MUSeum 5386-7). = 


Applicants for posts requiring ng testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE LTD., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. iz =< 


Typewriting and Duplicating. First-class work at moder- 
ate prices by dt Heal medical typists. Electric machines. 
—SYBIL RANG, Heath-street, Hampstead, London, N.W.3 
(HAM 5329/0504 
Professional, technical ‘and poresnal typewriting. Dupli- 
cating, circularising . efficiently and speedily executed. 

“ MowBray,” 146, gy ee E.C.2 (BIS. 2545, BAR. 7665). 
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From every viewpoint... 


. .. ACHROMYCIN Tetracycline is admirably suited for adminis- 
tration to the very young. The antibiotic is presented in a variety 
of special paediatric forms—all of which place the accent firmly on 
palatability. So concentrated are these preparations that minimal - 
dosage provides optimal therapeutic effect. Moreover, ACHROMYCIN 
is remarkably effective against pneumonia, bronchitis, meningitis, 
tonsillitis, scarlet fever and many other infections to which 
children are particularly prone. 


ACH) R/o/MY\ ci) IN 


TETRACYCLINE 
























































PAEDIATRIC PRESENTATIONS 


SYRUP (125 még. per cc.): Bottles of 2 and 16 fi. oz. ‘ SOLU3LE TABLETS (50 mg.) : Bottles 
of 100° LIQUID PAEDIATRIC DROPS 1 Gram in 10 cc. bottle : FOR ORAL SUSPENSION 1.5 Gram 


in 1 oz. bottle :SPERSOIDS * Dispersible Powder (50 mg. per 3 Gm.) Jars of 36 Gm. and 75 Gm. 
*REGD. TRADE MARK 

















LEDERLE LABORATORIES DIVISION 


Cyanamid OF GREAT BRITAIN LTD, London. WC? 
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In all directions... 


Se 


\ 
> lhe 
v ®& tions of ‘Largactil’ extend in many 


Ww 


Since the introduction of chlorproma- 





‘e zine, clinical studies have continued to 
reveal many new aspects of treatment 


with this drug. The therapeutic applica- 


directions, and its use in general medicine 
has become well established. 
Included in the indications for which ‘Largactil’ is of value in 
general practice are: the control of intractable nausea and vomit- 
ing ; the enhancement of the action of analgesics and hypnotics in 
panenucaceens the relief of intractable pain; the relief of pruritus ; the alleviation 


Tablets — 10, 25 and 100 mem. of anxiety and tension states ; the home management of behaviour 
Syrup — containing 25 mgm. per 
96 ce. (enpeee. 1 tempeente. disorders in children; in the management of senility, particularly 
Solutions for Injection — 1% solu- confusional states; and in the treatment of psycho-neuroses. 

tion in 5 c.c. ampoules. 2:5% 

solution in 1 c.c. and 2 c.c. 


ampoules. 





Suppositories — containing 100 


mgm. base. 


pe % 7 
Ye Qyl: la actil 

x : | ) a nae mn Se orang 
CHLORPROMAZINE HYDROCHLORIDE 


MANUFACTURED BY 


MAY & BAKER LTD 











An M&B brand Medical Product 


DISTRIBUTORS 
PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD - DAGENHAM 
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